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Abstract to the Portfolio
This portfolio represents the culmination of the three year training of becoming a 
Counselling Psychologist. It aims to reflect my personal and professional 
development through the presentation of three different dossiers, an academic, a 
therapeutic and a research dossier.
The academic dossier incorporates three essays from three different years. The 
first year essay explores how the literature on the development of eating disorders in 
males may be of use to Counselling Psychologists working with this client group. The 
second year essay provides a comparative analysis of Freud's and Jung's views on 
religion, and finally the third year essay discusses depression through an evolutionary 
perspective.
The therapeutic dossier aims to shed light on my clinical experience through 
descriptions of my placements and my placement activities and also it addresses my 
therapeutic practice through a reflective account of my personal and professional 
development as an emerging Counselling Psychologist.
Finally, the research dossier consists of my literature review and my two 
qualitative projects. My literature review critically explores relevant research 
regarding the experience and psychological well-being for carers of relatives who 
experience psychosis. My first qualitative study employed Interpretative 
Phenomenological Analysis (IPA) to explore the experience for carers of relatives 
with psychosis and particularly their understanding and responses to voice hearing. 
Finally my second qualitative study employed Grounded Theory so as to provide the 
basis for theory building regarding the experience of facilitators of groups 
for carers of people experiencing severe mental health difficulties.
Introduction to the Portfolio
Each dossier will be considered in more details below however, first I intend to 
provide the reader with a short preamble regarding my incentives for training and 
becoming a Counselling Psychologist in an effort to set these three dossiers in context 
and therefore to provide a complete picture of the course of my development.
Deciding on my professional future
I have always been fascinated by life itself and its many enthralling mysteries, 
namely our origin, meaning, and finality, but also by the way we humans interact, 
relate and cope. I remember having long philosophical and religious discussions about 
the human condition with my grandmother while growing up, and she was a person 
whose ideas intrigued me and whetted my thirst for learning. While in high school I 
realized that the field of psychology held the key to some answers hence I pursued the 
undergraduate study of psychology.
However, I believe that my philosophical and ontological ponderings perhaps also 
served a different purpose. Perhaps they were progressively developed, as I was 
growing up, so as to additionally serve as an escape from situations that demanded my 
active presence and practical help, as I found myself soon becoming a supportive 
figure and a needed helper within my family. Additionally and in hindsight I believe I 
was also looking to understand better and help more efficiently my self and my 
parents.
It is these properties and qualities that got me interested in the therapeutic side of 
psychology. My perhaps overdeveloped ‘adulf or ‘inner parent’ aspects which 
incorporated problem-solving abilities and caring and inner-caring qualities seemed 
that had been established and had been overdeveloped within me almost by default, 
by lack of alternatives and were driving me towards the therapeutic aspects of the 
field.
My first clinical experiences while studing psychology and later on while studing 
for my Master’s in Mental Health, solidified in many respects my helping aspects. 
However the practices I witnessed and experienced in these therapeutic settings, 
created a chasm between my perception regarding the complexity, the individuality.
the multidimensional aspects of the human experience and the way human 
experiences of distress were sometimes presumed and often pigen-holed.
Therefore, the training in Counselling Psychology was my subsequent step 
because this division of applied and therapeutic psychology could offer me a holistic, 
phenomenological understanding. Soon enough and while in training, I found out that 
this understanding was intertwined with relational dimensions of understanding and 
helping, as well as self-reflective practices. And it felt to me like important pieces of 
the life puzzle were finally in place, that my practice, informed by the Counselling 
Psychology ethos, could serve its purpose of meaningfully relating and usufully 
assisting within acceptance, respect and collaboration. And today as an emerging 
Counselling Psychologist, I pledge to continue to practice and uphold this principles.
I invite the interested reader to explore more my way in to Counselling Psychology 
through reading my final clinical paper located in the therapeutic dossier.
Contents of the portfolio
Academic dossier
The academic dossier contains three essays, presented chronologically from each 
of my three years of training. The first essay is titled: Discuss how the literature on 
the development of eating disorders in males might be of use to counselling 
psychology practice with this client group. This essay discusses a client group which I 
felt was given little academic attention and indeed the review of available literature 
seemed to confirm this (e.g. Crosscope-Happel et al., 2000). I believe I was primarily 
interested in eating disorders as a topic due to my own relationship with food and its 
function, particularly in anxious periods of my life. Reflecting on my own relationship 
with food and its soothing, anxiety-reducing for me properties, I became interested in 
its specific function and deeper meaning for other people as well. I have resisted the 
urge to heavily edit this essay as it is a representation of my early stage in training and 
offers the reader an indicative example of my first year academic work.
My second year essay, offers a comparative analysis of Freud's and Jung's views 
on religion. Religion and spirituality is a fascinating subject for me, it ties in with my
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existential, ontological wonderings which have shaped, from an early age, my curious 
mind. Exploring two theoretical milestones such as Freud and Jung had been an 
exhilarating task which offered me additional ‘food for thought’ but also brought to 
the foreground for me the importance and multidimensionality of individual 
spirituality.
My third year essay is titled: Depression through an evolutionary perspective. It 
explores the degree to which we can see depressive states as adaptive. I believe that 
this essay is representative of my emphasis on holistic and pluralistic frameworks in 
reference to understanding human distress. Holistic understanding has become a 
central part of my continuously evolving professional identity and personal 
philosophy. Additionally, I find the evolutionary perspective entrancingly connected 
to my never-ending curiosity and constant fascination regarding the complexity of the 
human condition. Interestingly enough I decided on this topic at a point within my 
training when I genuinely felt that the low energy I was experiencing at the time 
served as a self-protective factor.
Therapeutic dossier
This dossier provides an overview of my experience regarding therapeutic practice.
It contains descriptions of my clinical placements throughout the three years of my 
training. Additionally, it also includes my final clinical paper which is a self-reflective 
account of my personal and professional development as an emerging Counselling 
Psychologist. In this paper I outline some of the highlight of my three year old 
training journey that have shaped me and nurtured the development of my 
professional identity.
Research Dossier
This dossier contains my literature review and my two qualitative pieces of work. 
The literature review critically explores relevant research regarding the experience 
and psychological well-being for carers of relatives who experience psychosis. The 
first piece of research explores the experience for carers of relatives with psychosis 
and particularly their understanding and responses to voice hearing employing 
Interpretative Phenomenological Analysis (IPA).
The second piece of research employed Grounded Theory so as to provide the 
basis for theory building regarding the experience of facilitators of groups 
for carers of people experiencing severe mental health difficulties.
Guided by my first year literature review I researched the unique experiences, 
understandings and responses of carers regarding their relative’s voice hearing. After 
having seen the carers’ aspect regarding this human phenomenon, in the third year, 
the attention was turned to the mental health professionals’ input and experience 
regarding facilitating groups of carers. Therefore, the second year project explored the 
carers’ journey as it relates to the often distressing experiences of their relatives and 
the third year project explored how services do/don’t support the journey of the 
carers.
My research dossier focuses on informal carers, their needs, their unique 
experiences and possible ways of meeting carers needs. It especially focuses on 
people who care for individuals experiencing severe mental health difficulties namely 
psychosis. The decision to center on this particular group of informal carers in 
research, on one level, stems from my earlier working experience in a psychiatric 
clinic and my first contact with carers in this clinical practice of mine. Through a 
personal realization that the developmental edge of the services I came in contact with 
in Greece centered on carers’ needs, I endeavored to familiarize myself through 
research with this topic.
However on a different, deeper lever I believe I was also influenced by certain 
identification with some aspects of generic informal caring as I could find myself 
most of my life being a supportive and helping figure who needed to reach early 
emotional maturity in order to contain others, to the expense perhaps of suppressing at 
times my own playful side.
Additionally, as a person fascinated by the vast spectrum and different, 
multidimensional aspects of the human condition, I was and still am intrigued by 
extreme’ or ‘unusual’ human experiences which often but not always can bring 
confusion and distress to people having them. One such experience is voice hearing.
Finally, as an emerging mental health professional who wanted to be research- 
informed, I was also very interested to understand other professionals’ experiences 
regarding carers.
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I invite the interested reader to look at my three ‘personal reflections’ sections located 
within the research dossier for a reflective account for each of my research endeavors.
Final note
I hope that this portfolio will give the reader an impression of my academic and 
therapeutic development as well as a clear idea regarding my development as a 
researcher within this field. I have attempted to illustrate in a candid way the genuine 
flow of my progression.
Reference
Crosscope-Happel, C., Hutchins, D. E., Getz, G. H. and Hayes, G. L. (2000). Male 
Anorexia Nervosa: A New Focus. Journal o f  Mental Health Counseling, 22(4), 
pp.365-370.
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Academic Dossier 
Introduction to the academic dossier
This dossier includes three selected essays, submitted during the three years of 
training, one from each year. The first essay discusses how the literature on the 
development of eating disorders in males might be of use to counselling psychology 
practice with this client group. The second essay critically compares Freud’s and 
Jung’s views on religion. Finally the third essay explores depression through an 
evolutionary perspective.
12
Essay 1: Discuss how the literature on the development of eating disorders in 
males might be of use to counselling psychology practice with this client group.
Counselling psychologists, as well informed practitioners adapt and 
incorporate research findings into their practice towards the benefit of their clients. 
Integration of relevant, applicable and valid research findings has the potentiality to 
increase the sophistication of the practice and its efficacy. Being aware of the current 
research findings of the psychologists’ relevant or specialist field increases the 
practitioners’ continuous professional development and helps them into adapting a 
more informed practice.
Current literature is saturated with plentiful explanations, causes, treatment and 
preventions of eating disorders, however in spite of generous articles and books in 
reference to this topic, little mention are ever made to men experiencing an eating 
disorder (Crosscope-Happel et al., 2000). However they do constitute part of the 
clientele that a counselling psychologist will be called to help and that is why the few 
pieces of literature regarding this client group should be taken into account from the 
practitioner in order to inform his or her practice towards the benefit of the client.
The intention of this paper is to explore and critically discuss pieces of research 
on some unique aspects in the development of eating disorder in males and to 
examine if and how these aspects can be of use to counselling psychologists working 
with them. The first aspects under discussion for this paper will be the diagnostic 
gender bias in Anorexia Nervosa that might occur which is important because before 
trying to enrich our awareness on specific aspects of this problem we should first be 
able to recognize it. The second and third are going to be two main vulnerability 
factors and triggers for these disorders that have gained the focus of research over the 
recent years. Exercise, body building and sexual orientation for men, as the literature 
suggest tend to be considered risk factors for the development of eating disorders and 
are going to be explored in the following pages. Finally this paper is going to mention 
some suggestions and conclusions from an Eating Disorders Association report on 
service provision for men that its findings could be of some practical importance and 
use for professionals of this field.
Before looking at these particular studies a brief look at the incidence and 
prevalence of eating disorders in men will familiarize us with the current status.
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The eating disorders according to DSM-IV (APA, 1994) are anorexia nervosa, 
bulimia nervosa and eating disorder not otherwise specified (EDNOS), incorporating 
binge eating disorder (BED).
The first report of an eating disorder in a male was published in 1689 by Dr. 
Richard Morton. He described a case of “nervous consumption” in a 16-year-old son 
of a minister and what he prescribed was a resting cure of horseback riding and 
abstention from studies. Almost 320 years later, and the information available on 
eating disorders in males as mentioned before, remains limited to sporadic case 
reports, small case series, and a few small case-control studies (Carlat et al., 1997). 
What is worthy of mentioning however is the fact that some large recent surveys are 
going to be mentioned in the following pages as well.
A point of emphasis regarding eating disorders is that they are not rare among 
males. Males account for 10%-15% of all bulimic patients (Carlat, 1997) and 5-10% 
of all anorexic patients (Crosscope-Happel et al.,2000). However, anorexia is often 
misdiagnosed or overlooked because of the misperception that is a disorder 
exclusively present in females as we are going to examine shortly in this paper. So the 
figures for anorexia should be examined with caution because of that. However, 
EDNOS, which includes binge eating disorder (BED), is more prevalent in men than 
anorexia nervosa and bulimia nervosa combined (Taraidsen, 1996). Rates of men with 
BED are similar to rates of women (Striegel-Moore & Franko, 2003).
Gender bias in diagnosing Anorexia Nervosa
One reason for the misdiagnosis of male Anorexia Nervosa is due to the criteria 
used in DSM-IV. There is no analogous criterion as amenorrhea in males. However, 
there is a decline in levels of testosterone which results in decreased sexual desire & 
performance (Carlat et al., 1997 as cited in Crosscope-Happel et al., 2000). 
Additionally, research has suggested that a corresponding feature to amenorrhea may 
be the reduction in gonadotropin secretion (Skarda & Eaton., 1997 as cited in Happel 
et al.,2000).
The following quote (taken from Duker and Slade, 1997), from a mother talking 
about her son, is indicative of the gender bias in diagnosing. “ I  took my son to the 
doctor several times. I  thought it was anorexia, but the doctor said he 'd never heard 
o f a boy with anorexia. He wouldn’t listen to me. He just dismissed my worries. To 
him I  was an overanxious mother. But Gilles was getting thinner and thinner.
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Assuring me he was eating when I  knew he wasn % and I  didn’t know what to do or 
where to go. ”
The misdiagnoses of Anorexia Nervosa can create problems to men trying to 
access services that can help them. A study conducted on behalf of the eating 
disorders association in 2000 in reference to the above problem, reported that it is 
clearly indicated that it becomes difficult for men to access services due to the general 
lack of recognition of eating disorders in men. Even when men seek professional help 
they can face disbelief from the practitioners. An area of concern for all the specialist 
service providers interviewed for this research was accurate diagnosis and recognition 
and appropriate referral from primary care. Finally, there was also a concern that the 
lack of recognition at a primary care level meant that in some cases, men were being 
seen at a later stage in their illness than women and when they were often more ill and 
a pattern had become established (Copperman, 2000).
Counselling psychologists should be aware of the above difficulties not only if they 
are working in primary care so that they could be able to brief their interdisciplinary 
team but to be able to first recognise the possible problem, to empathise with their 
clients and understand these background difficulties that their clients faced before 
coming to them.
Vulnerability factors and Triggers to the disorders
Exercise and Bodv Building
In the general health literature women have been shown to be more concerned 
with controlling their food intake and men with exercise (Lloyd 1996 as cited in 
Copperman, 2000). The same reports a study conducted by Smolak & Striegel- 
Moore, (2004) that compared with women men experience less pressure to engage in 
“typical” compensatory behaviour such as self-induced vomiting or laxative use if 
overeating and greater tendency to use compulsive exercise rather than purging for 
weight control (as cited in Weltzin, 2005). The above information is important in 
understanding the possible differences regarding the manifestation of the problem.
Furthermore, exercise and athletic competition, especially sports that require low 
body fat or extremes of weight loss, are a risk for developing exercise dependence and 
eating disorders in men (Hausenblas & Downs, 2002). Oliosi et al. (1999) through 
data of interviews and questionnaires reported that there might be some psychological 
vulnerability for non competitive body builders and that they might be at risk for
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developing eating disorders. Additionally, a Norwegian study looked at elite athletes 
and found rates of eating disorders twice that of the general population in men and 
that “anti- gravitation” sports (e.g. indoor rock climbing, high jump, pole vaulting) 
seemed to have a particular increase in rates of eating disorders (Sundgot-Borgen & 
Torstveit, 2004 as cited in Weltzin, 2005)
So a main route in for men might be through exercise and bodybuilding. This 
suggests that it might be useful for services to inform men who are involved in these 
activities. Therefore an awareness campaign amongst men, particularly those involved 
in body building and exercise might be of use as service providers reported in 
Copperman’s study (2000). Counselling psychologists could have an important role in 
this effort, not only in group educating the public but informing their clients about the 
possible connection between the risks of the activities they are engaging and the 
disorder they are facing in order to assist them in a better understanding of the 
problem.
Sexual Orientation
Conflict over gender identity or over sexual orientation may precipitate the 
development of eating disorders in males. The average frequency of gay orientation in 
men with eating disorders is approximately 21% (Andersen, 1999 as cited in 
Copperman, 2000). Survey studies of gay men have shown that they are more 
dissatisfied with their body weight and shape than heterosexual men and that they 
consider their physical appearance to be more important to their sense of self thus 
potentially increasing their vulnerability to developing eating disorders (Herzog et 
al., 1991 as cited in Copperman, 2000).
Additionally, Carlat et al., in 1997 in the report of their study of 135 patients state 
that homosexuality/bisexuality appears to be a specific risk factor for males, 
especially for those who develop bulimia nervosa. Therefore, they point out that 
future research on the link between sexual orientation and eating disorders would help 
guide prevention and treatment strategies.
However, Kaminski et al. (2004) stress that the majority of research conducted with 
gay and heterosexual men has used instruments designed to assess eating disorder 
symptomatology in women. Therefore, this study assessed differences between gay 
and straight men using the Male Eating Behaviour and Body Image Evaluation
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(MEBBIE), an instrument designed to assess-attitudes-and behaviours related to 
eating, exercise and body image specifically in men. Analyses of MEBBIE scale 
means with body mass index (BMI) as the covariate indicated that, relative to their 
heterosexual counterparts, gay men diet more, are more worried about becoming fat, 
and are less happy with their bodies in general as well as with their degree of 
muscularity. Gay men were also more likely than heterosexual men to hold distorted 
cognitions about the importance of having an ideal physical shape. Contrary to 
hypotheses, however, gay and straight men did not differ in the degree to which they 
worked out. Additionally, they did not differ in the degree to which they felt guilty 
about missing a workout (Kaminski,2004).
The above interesting pieces of research either conducted with specifically for men 
designed instruments or not, give an important aspect to the issue under discussion in 
terms of identifying a risk factor. Counselling psychologists as research-aware 
practitioners and as effective therapists do need to keep in mind the difficulties that a 
significant group of men such as the afore-mentioned might be dealing with and to be 
able to formulate for individual cases bearing in mind the above important aspects but 
at the same time without forgetting to critically evaluate the studies they come across, 
the designs of these studies and their proclaimed purposes.
Towards a more effective counselling psychology practice with this client group
The Cooperman report (2000) to the eating disorders association (EDA) concluded 
some of the following that could be of importance and use to counselling 
psychologists and mental health professionals in general. It is useful to capture not 
only the service users’ experiences and points of view but to see what service 
providers have to say as well through both interviews and questionnaires.
It is worthy of mentioning that it was reported that access to a specialist service and 
the level of skill, empathy and understanding shown by the practitioner was more 
important than the gender of the practitioner. Another interesting finding was the fact 
that service providers felt that some men were inhibited from joining groups (in both 
statutory and self-help groups) by the preponderance of women. Moreover, it was 
reported that there was a lack of information about the potential benefits of a specific 
programme for men. It was additionally stated that further investigation is needed 
about the most appropriate way to offer provision specifically for men. However it is
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worthy of mentioning that it was reported that the EDA offers male helpline workers 
and male contacts for those men who request it.
Furthermore, service providers wanted an awareness campaign amongst men, 
particularly those involved in body building and exercise, targeted at recognition by 
GPs in primary care, parents and teachers and colleges including student unions and 
health centres. Additionally, men wanted more information about eating disorders and 
to be able to contact and talk to other men with eating disorders. There was also 
suggestion for an awareness campaign in the gay male community. To these requests 
about more information and awareness, counselling psychologists, along with other 
mental health professionals, could contribute in an effort to promote improvement.
What is also worthy of mentioning at this point in reference to practice is that 
Anderson (1999) points out that males have developed with social learning pattern, 
societal role and genetic patterns that differ from women and suggests that while the 
major goal of clinicians is to acquire gender neutral practices for treatment of eating 
disorders, some aspects of treatment do call for a gender specific approach. He also 
suggests that there are many areas where the impact of eating disorders in males is 
under-researched (as cited in Coopeman, 2000).
Additionally, the importance of access to sympathetic professionals who did not 
moralise, who knew about eating disorders and could provide specialist help was 
repeatedly mentioned by the men in the sample of the EDA report. This afore­
mentioned importance is definitely something practitioners should take under 
consideration.
Finally, some of the men identified issues to do with the different times and ways in 
which men and women experience adolescence, and bodily changes, for example, the 
pressure to be seen as strong as a man. Therefore, the importance of developmental 
psychological underpinnings is highlighted and should be taken under consideration 
from professionals. However it should be pointed out that overall the men identified 
considerable overlap between the thoughts and feelings that women experienced and 
their own.
Conclusion
Summing up this paper, what should be mentioned again is the fact that through the 
above findings we tried to explore how practice can be improved by seeing the 
importance of first recognising accurately the problem, considering it as a possibility
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and then increase professional awareness of underlying issues, of possible factors, of 
what experts by experience report. All these deserve acknowledgement when there is 
consideration for diagnosis, for treatment planning, for prevention, when regarding 
someone’s experience and trying to help.
However, research evidence should be viewed with caution because uncalled for 
overgeneralisations and stereotypical pre-conceptions cannot possibly help 
professionals’ work hence cannot help clients’ becoming better.
This topic deserves more research, although eating disorders in men may not be as 
prevalent as some other psychiatric disorders, it certainly demands attention and 
professionals should become more acquainted with it and extent awareness to the 
broad community as both men and their service providers suggest.
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Essay 2: A comparative analysis of Freud’s and Jung’s views on religion.
Historically, religion has influenced and is influencing the lives of many 
people throughout the world. This essay will attempt to bring forth and compare two 
of the most important and influential theories of religion within the history of 
psychology that endeavour to understand it. Through the exploration, and critical 
evaluation of Freud’s theoretical view and Jung’s differentiation from this view, we 
may be enabled to perceive religion through two different perspectives that offer vital 
insight and raise important questions.
Freud’s fascination with religion is evident by his many relevant writings. The 
following paragraphs, will attempt to examine Freud’s views bringing together his 
written work on religion found in Totem and Taboo (1913), The future o f an Illusion 
(1927), Civilization and its Discontents (1930) and Moses and Monotheism (1939).
Some of the main ideas regarding religion are presented by Freud in Totem and 
Taboo (1913) the first of which is that the origin of religion is to be found in the 
operation of the ‘Oedipus complex’. Namely, the son’s dependence on the dominant 
male and the ambivalence of this relation, the moving back and forth between love 
and hate is projected onto the idealized object of religious worship, the father-god. 
Therefore submission to the father-god binds believers into a community of faith. 
However for this theory to make sense we should first take into account the ‘primal 
horde theory’ in which Freud based his conceptualization. According to it the brothers 
in the primal horde of primitive humans collaborated and killed their father who had 
been both their enemy and their ideal. Later the brothers overcome by guilt created a 
father-substitute in the form of a totem. Hence, Freud stipulates, this sense of guilt 
was able to persist through thousands of years and if guilt is to be inherited then the 
crime in some sense must be duplicated.
Apart from the origins of universal guilt, Freud is also dealing with its effects. 
Freud associated the practices of religion to those found among ‘obsessional 
neurotics’, in the sense that the omnipotence of thought and its magical ability can 
control the external world. So, religious rituals operate both as a defence against 
temptation arising from the instincts and as a protection against divine punishment for 
having them. Additionally, they are expressions of remorse for the present re­
experience of something that happened in the past, namely the primal murder.
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Another point that Freud makes is summed up as an evolutionary history of how 
man perceives the world. According to Freud firstly man ascribed power to himself 
for the control of nature which according to him corresponds to auto-eroticism of 
earliest childhood. Then he transferred this power to the gods but maintained some as 
to influence gods according to his wishes, which corresponds to later childhood when 
sexual instincts find a sexual object in the parent. In the final stage of this evolution 
man gave that power up because the scientific viewing of the universe does not allow 
room for human omnipotence and that corresponds to maturity where the individual 
renounces the pleasure principle, adjusting himself to reality and turns to the external 
world. According to these stages Freud sees religion in the second stage, as an 
infantile obsession that maturity will get rid of.
In the Future o f  an Illusion (1927) and Civilization and its Discontents (1930) 
Freud examines religion as a cultural phenomenon and employs the concept of 
civilization in order to assist him in explaining religion. He characterizes religion as 
an illusion derived from human wishes which satisfies demands within the human 
experience. Religion hence assists in coming in terms with nature, with the suffering 
and helplessness experienced in relation to the external world, therefore civilization 
overcomes the threat of external forces by creating gods.
Religion also serves to overcome the internal threat of instincts of incest and 
aggression and to renounce them as civilization demands. However Freud explains 
that people feel hostility towards civilization for the imposition of rules and that 
civilization creates suffering amongst those it seeks to protect particularly in relation 
to the sexual instincts with the result of repression and neurosis. However Freud sees 
the inclination to aggression as the primary threat to society hence he explains society 
employs religion and its rules to prohibit aggression, so in a sense religion defends 
civilization against human hostility.
Finally, Freud returns to the primal horde theory and stipulates that religion is 
related with a universal longing for the father-figure. The demand for a father-god 
follows an infantile repetition of helplessness one feels before the father which was 
also faced in the primal horde. However as individuals turn from childhood to 
adulthood, helplessness and the need for protection remain but now it is about nature 
and the society imposed restrictions so man reverts to the childhood solution and 
creates a supreme being with the attributes of a father. However the ambivalence for 
the father is projected, as stated in Totem and Taboo (1913) before, to god hence god
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is the object of love and admiration but also the prohibitionist of desires and the 
punisher of our transgressions. Religion therefore is a fantasy bom out of obedience 
depicted in obsessive rituals which avert punishment, reconcile father and son and 
moderate our sense of guilt.
What is also worthy of mentioning is Freud’s tackling of the term “oceanic 
feeling” which corresponds to a feeling of unity and bond to the external world. He 
does not deny such feeling yet he interprets it as an example of how the ego seeks 
consolation.
In Moses and Monotheism (1939) Freud deals with the reason why 
monotheism has such a compulsive attraction. Explaining that monotheism is the 
religion of the reconciliation with the offended father and that it stimulates obsessive 
and compulsive neuroses because it is “the return o f  the repressed”, repressed 
feelings of guilt arising from individual memory and guilt in relation to one’s father 
but also from a collective memory and remorse for the primal murder.
Concluding, Freud admits that religion has performed services for our 
civilization in terms of taming instincts yet to certain costs, hence he urges us to 
replace a religious understanding of the world with a ‘rational’ one, he expresses the 
hope that people can be educated to see religion for what it is an “illusion”, a 
“universal obsessional neurosis o f humanity” and through this “education to reality” 
civilization will be led into maturity.
Freud considered Jung for some time as his most important student, the person 
most able to continue his work and legacy, perhaps that is why Jung’s dispute with. 
Freud may be one of the most significant moments is psychoanalytic history. Jung’s 
revaluation of religion and thus exodus from the Freudian line first required a 
rejection of Freud’s sexual theory and he made that clear in Symbols o f  
Transformation (1911) where a more generalised notion of libido, the ''psychic 
energy” was introduced and his disagreement with the Oedipus complex was also 
expressed. Additionally, in reference to Freud’s postulation that the unconscious 
contains memories of early generation experience in regards to the re-enactment of 
the Oedipal drama Jung extends this to encompass a whole range of primordial 
images which constitute the "fantasy thoughts” of humanity and constitute the 
collective unconscious.
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Theological issues fascinated Jung too, and that was evident in Psychology and 
Religion (1938). However Jung makes distinct differentiations in this text from 
Freud’s point of view and these are explained in the following paragraphs.
Jung rejects Freud’s postulation that religion is a sexual neurosis. Jung as 
mentioned before introduced an energic concept of libido hence stripping its exclusive 
sexual connotation. Therefore he ponders if first we should be considering not if 
religion as a neurosis is sexual but whether or not neurosis is always sexual.
Additionally, Jung also rejects Freud’s description of the mechanism of religious 
neurosis, namely the obsessional form of religious ritual in which the Oedipal guilt in 
relation to the father is been moderated and the sexual impulses repressed. Jung does 
not see the sexual instinct solely responsible for the formation of neurosis for is only 
one part of energic transformation. He explains that religion will be neurotic if it 
disrupts the psychic equilibrium, the flow of libidinal energy and fails to integrate 
unconscious and conscious parts of the personality. If the disruption does not occur 
and there is a harmonious conjunction between the unconscious and conscious sides 
of the psyche then it is not neurotic. Therefore religious experience cannot be seen as 
sexual sublimation and repression but as a natural, therapeutic process of seeking self- 
knowledge and self-fulfilment.
Furthermore, Jung explains that neurosis can be a positive step in psychic 
development by unlocking, through regression, the deepest level of the unconscious 
mind, the collective unconscious. So for Jung, Freud has overlooked religion’s 
positive and therapeutic focus of fostering the collective primordial images of 
humanity.
Jung acknowledged that sexual repression can be the cause of religious 
obsession only in very specific cases and can generate sexual imagery however, the 
question is whether or not the imagery is symptomatic or symbolic. Is it a disguise of 
an impulse or does it operate on a level beyond that of personal desire? For Jung it is 
the latter, religious symbols are operating as manifestations of collective contents 
having value for the present and future development of the psyche.
However, if god can no longer be considered as the projection and the fantasy 
substitute of one’s father then one may ask then what is the nature of religious belief, 
what other explanation is there for father-images and for their hold upon human 
imagination. Jung explains that god is the archetypal father of the collective
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unconscious, god is an inevitable psychic reality experienced by the individual in the 
deepest level of his being.
The claim that god is an archetype implies that god is an a priori structural 
component of the psyche hence the religious attitude derives from the fact that within 
the deepest levels of our being there is an archetypal form of god engraved upon our 
psyche. This disposition which is an internal activity of the psyche manifests itself in 
religion. However does that mean that Jung’s archetypal god constitutes proof for an 
objective existence of god? Jung in Psychology and Alchemy (1944) (as cited in 
Palmer, 1997) explains that the existence of archetypes implies an imprinter. However 
in The Symbolic Life (1976) (as cited in Palmer, 1997) it is evident that Jung is not 
interested in the question of whether or not god exists nor does he want to express 
opinion since it would not be based on facts as he explains.
Additionally it should also be mentioned that Jung maintains that religious 
experience is rooted in humanity itself therefore it enables the individual to relate to 
primordial dimensions of his psyche. Concluding, in Psychotherapists or the Clergy 
(1932), (as cited in Palmer, 1997) Jung explains that the non acceptance of religion is 
what is psychologically damaging rather than its rejection, for the symbolism of 
religion assists us to discover who we are and what we are capable of becoming.
After exploring Freud’s point of view, Jung’s disagreement and his own 
theoretical input regarding religion, it is high time to additionally explore some of the 
writings of other theorists concerning Freud and Jung and their respective postulations 
regarding religion.
In his book The Myth o f  Psychotherapy (1978), Thomas Szasz describes the 
difference between these psychoanalytic theories of the two men this way: "Thus in 
Jung’s view religions are indispensable spiritual supports, whereas in Freud's they 
are illusory crutches . (pp. 173)This statement, I personally believe, summarizes well 
this comparison.
However, the disagreement between these two men seems to be a deeper one, 
disparities regarding whether or not neurosis can only be of sexual origin and 
psychological explanations of religion are perhaps the tip of the iceberg, which is the 
purpose and function of psychoanalysis in our lives. All three are interconnected, and 
perhaps the issue is not only whether religion, either conceptualised by Freud or Jung 
is psychology but whether or not psychology is religion. Szasz (1978) in his book 
shares a quite strong view on Freud. For Szasz, Freud was "an angry avenger and a
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domineering founder o f  a religion rather than a dispassionate scientist or 
compassionate therapist. ” (pp. 155) Jung, in a letter to Freud in 1910 told him that 
religion can only be replaced by religion to which Freud replied that he mustn’t regard 
him as a founder of a religion (as cited in Szasz, 1978). For Freud the scientific 
language is the paradigm language and the religious language is psychoanalytically 
interesting. Freud explains: "No our science is no illusion. But an illusion it would be 
to suppose that what science cannot give us we can get elsewhere” (as cited in 
Palmer, 1997 pp.76).
Regarding Jung’s position on spirituality Szasz states that "according to Freud 
psychoanalysis is a scientific enterprise and he is considered a great scientist and for  
Jung it is a spiritual enterprise and he is considered a great mystic. ” Szasz 
contradicts himself in that Freud in this statement is no longer “a founder of a 
religion” and a “dispassionate scientist” but a “great scientist”, however he also states 
that he perceives Jung as “a great mystic”, as a spiritualist. Freudian Glover brings 
forth something different however in terms of this issue by stating that "Jung’s system 
is fundamentally irreligious nobody is to care i f  god exists, Jung least o f  all. All that 
is 'necessary ’ is to experience an ‘attitude ’ because it ‘helps one to live ’. ” (as cited 
in Palmer, 1997). Jung himself however in 1933 stated that "man’s advance towards 
a spiritual life must not be denied” (as cited in Szasz, 1978). Additionally, he carried 
on explaining that Freud’s ideas have also a covert mysticism by stating: ''this 
Freudian father complex is a cloak for religiosity misunderstood it is a mysticism 
expressed in terms o f  biology andfamily relation ”. (as cited in Szasz, 1978 pp. 182).
Something else worthy of mentioning is that Szarz, a person with a lively 
presence within the anti-psychiatric movement, believes that "Jung regarded both 
respectfully religions as collective mythologies and neuroses as individual ones. 
Freud regarded both contemptuously religions as neuroses and neuroses as defences 
against reality.” (pp. 173) However, the case is that both of them through different 
pathways disputed with a strong social institution and produced their own 
conclusions.
In my view, in both cases religion seems to stem from some sort of inner need. 
Psychology offers us an alternative depiction or explanation of religion which goes 
beyond religion's own forms of explanation but is in turn confined by its own making 
sense framework regarding the human condition. And perhaps it would be 
additionally useful to take into consideration the person’s history behind the theory, to
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acknowledge a historical and cultural context that maintains the potential to have 
influenced ways of thinking. Perhaps it is important to take into account that Freud 
experienced anti-Semitism as early as at the age of 8 when his father’s hat was 
knocked off by an anti-Semite and as Fine and Collins (1991) postulate: "Freud’s 
stance as a "Godless Jew” was at the core o f  his identity”. On the other hand Jung’s 
family background from both parents was religious. He was the son of a minister, two 
of his uncles where in the clergy and his maternal grandfather was a vicar. So whether 
or not Jung’s theory reflects some form of his religiosity or spirituality if in fact there 
was one and whether or not Freud mirrors his atheistic tendencies in his theory are 
points worthy of pondering.
Perhaps another point worthy of certain contemplation is whether or not the 
theoretical differences between Freud and Jung reflect a struggle between a 
rationalistic view of religion, a rationalistic explanation of the world against a 
romantic view and explanation respectively. For rationalists, religion would be no 
rival to science in the sense that religion is a domain explained by science. Religion 
would cease to explain and would become the explained. Romantics on the other hand 
would strive to reconcile the two. Although religion may be explained by science, it 
has its own standing. Through science, religion could be given the opportunity to rid 
itself from its explanatory attitude and bring forth its non-explanatory heart. Perhaps 
Freud’s and Jung’s differences bring forth this opposition, this duality.
Taking all the above under consideration, a logical question in terms of 
contemporary practical and therapeutic application comes in mind regarding the 
relationship between psychoanalysis and religion. Is this a competitive relationship or 
a collaborative one? Blass (2006) explains that there is "greater openness and 
acceptance o f  religious beliefs and practices than ever before by modern day 
analysts” however she stresses that there is danger that for the sake of reconciliation 
differences between psychoanalysis and religion are concealed. Hence she continues 
that the "focus on differences rather than on areas o f  harmonious coexistence may 
not only be a source o f tension but also an important way o f finding meaningful 
common ground. ” (as cited in Black, 2006 pp.40).
Concluding, we should firstly state that religion is a significant cultural 
phenomenon that has persisted through human history and should not be 
underestimated. After exploring Freud’s and Jung’s views on religion, what can be 
inferred is that they are exploring two conflicting god-images. Freud attacks the
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objective reality of god, of a being personified, existing externally to the psyche 
whereas Jung defends the collective, archetypal god, the internal to the psyche god. 
Through Freud’s and Jung’s disagreement perhaps everlasting dualisms are 
highlighted, rationalism versus romanticism, science versus religion, the objective 
divine versus the subjective one, the individual versus the collective, the empirical 
versus the sacramental. In order for one to take a stance on these dualities one should 
decide whether or not he or she is going to be influenced by axiomatic thinking, 
dogmatic preaching, individual or collective mythologies or personal disposition.
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Essay 3: Understanding Human Distress, A Theoretical Essay;
Depression through an evolutionary perspective
Introduction
Evolutionary psychology is a relatively new field within psychology, tracing 
some of its roots to Charles Darwin (Buss, 2009). It combines the modem principles 
of psychology with the core principles of evolutionary biology and recently that new 
theoretical synthesis has blossomed empirically and enjoys scientific successes (Buss, 
2009). Evolutionary psychologists argue that millions of years of evolution have 
provided specific environmental challenges which have resulted in specific cognitive 
mechanisms designed to meet those challenges, explaining that our minds and their 
information-processing mechanisms are just as much products of the evolutionary 
process as our bodies. (Siegert & Ward, 2002). This recent turn in psychology has led 
to evolutionary explanations being sought for an increasing number of pervasive 
aspects of human thought and feelings (Barkow et al., 1987; Buss, 1995). It is argued 
that Counselling Psychologists, as scientist-practitioners who represent a field which 
epitomizes and embodies holistic and pluralistic understandings, can pay more 
attention to the evolutionary perspective.
Depression: a universal phenomenon wide spread through history
The incidence of short-lived depressive reactions is a common, probably 
universal, phenomenon, additionally, it is estimated that about 10% of the US 
population experiences yearly a severe form of depression. (Kessler, McGonagle
1993). Questions of aetiology have been largely reserved for précipitants of 
immediate relevance to the individual experiencing depression, while such causes are 
undoubtedly of central importance to an understanding of depressive phenomena, 
depression is sufficiently widespread through history, that it is quite fitting to ask how 
the capacity for it evolved, hence recently an expanding body of literature (Gilbert, 
1992; Nesse, 2000; Price et al., 1994) has focused on evolutionary explanations. This 
paper aims to critically discuss depression through an evolutionary psychology
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perspective and to explore how this perspective can inform the understanding and 
therapeutic practice of Counselling Psychologists specifically regarding people 
experiencing depression.
The literature about depression is vast; it has been seen as a biochemical illness 
or disorder. Its different subtypes are described by diagnostic classification systems 
such as the DSM (Diagnostic and Statistical Manual of Mental Disorders, American 
Psychiatric Association, \99A) and ICD (International Statistical Classification of 
Diseases and Related Health Problems, World Health Organisation, 2007). Welling 
describes depression as the organismic reaction of reduced activity and withdrawal 
universal in humans and some higher animal species (2003). Clinical depression is 
characterized by depressed mood lasting most of the day, nearly every day; 
diminished interest or pleasure in almost all activities; insomnia or hypersomnia; 
significant weight loss or gain; fatigue or loss of energy; feelings of worthlessness and 
inappropriate guilt; diminished ability to think or concentrate; indecisiveness; and 
recurrent thoughts of death and suicidal ideation (American Psychiatric Association,
1994).
Beck and Rush (1979) argued that depression is invariably connected with the 
notion of “irreparable loss”. The most typical example of a cause of depression is the 
death of a close family member. Other examples of loss may be divorce, the ending of 
a friendship or some sort of prolonged, forced separation from family or friends. 
Depression can also be caused by the loss of physical health or the loss of physical 
beauty. It can also be caused by losing one's job or house. Insignificant changes or 
small events in a person's life may cause depression because of the meaning that is 
attributed to them. Depression may be understood not only as the reaction to affective 
loss but to any kind of permanent loss, affective, material as well as conceptual. 
(Welling, 2003).
People experiencing depression become inactive, lose their appetite, their 
sexual drive and even their will and motivation to live and all these go against the 
primary functions necessary to survive and procreate. However, is it possible that 
depression, in spite of its apparent costs, has an evolutionary function?
Some of the major explanatory frameworks that have emerged from this 
afore-mentioned expanding body of literature will be discussed. Both, explanations of 
depressed mood, and explanations that explicitly target more severe, clinically 
significant depressed states will be mentioned.
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Depressed Mood Theories
Energy Conservation Theory: depression as energy storing
In reference to depressed mood, the theory of energy/resources conservation 
explains that low levels of energy and loss of appetite associated with depression, are 
likely to be adaptive in the sense that they allow the individual to conserve energy and 
later redirect it towards more productive endeavours (Allen & Badcock, 2003). Nesse 
(2000) explains that depressed mood acts us an adaptive response by adjusting 
resource allocation (e.g., energy and investment) to hinder investments in poor pay­
off activities.
Social Competition Theory: depression as a de-escalating strategy
Another framework, the social competition theory, expands on a central 
evolutionary assertion that an individual's access to reproductive resources will vary 
according to his or her rank, within the wider social group (Buss, 1999). Humans 
strive to acquire higher status through competition. The losing contestant of this 
competition will adopt a de-escalating strategy, characterized by subordinate or 
yielding behaviour (Price, 1998). This strategy represents a withdrawal from the fight, 
reducing the risk of physical incapacity or death by sending ‘no-threat’ signals to 
deactivate the aggressive behaviour of the attacker (Price, 1984). Thus, depression is 
conceptualized as an evolved, involuntary de-escalating strategy which enables the 
individual to acknowledge defeat in ritual agonistic encounters, and adapt to the 
resulting loss in social rank (Price et al., 1994).
Attachment model: depression as a wav to maintain significant relationships
The attachment model puts forward that behaviours designed to maintain 
proximity to caregivers are instigated when significant bonds of affection are 
threatened (Gilbert, 1992). The model attributes depressive onset to the loss or 
dissolution of significant interpersonal relationships (Ingram et al., 1998). Based on 
that, it has been suggested that depression inhibits exploratory or risky activities in the 
absence of secure attachment bonds, and brings about behaviours of appeasement 
designed so as to maintain relationships (Gilbert, 1992). Others have argued that the 
depressive response serves as a distress call (Frijda, 1994), provokes a search for the
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lost relationship (Averill, 1968), or motivates the individual to avoid further 
deterioration of pre-existing bonds (Ingram et al., 1998).
These last two afore-mentioned theories perhaps strengthen Counselling 
Psychology’s arguments regarding the importance and overemphasis on relational 
understandings.
Social Risk Hypothesis: depression as a risk-aversive strategy
The important insights of the above theories have been integrated and extended by 
an analysis of social risk assessment in depression (Allen and Badcock, 2003). 
Wiggins and Trapnell (1996) have argued that all forms of interpersonal relatedness 
can be understood in terms of two fundamental dimensions: agency (or power) and 
communion (affiliation). These domains of interpersonal behaviour present risks to 
one's social circumstances, well-being and reputation. The dimension of agency, 
presents risks of defeat, humiliation, and entrapment, while the dimension of 
affiliation presents risks of rejection and shunning.
The social risk hypothesis (Allen and Badcock, 2003) suggests that depressive 
phenomena can be conceived as a defensive psychobiological response to increased 
risk within either one of these interpersonal domains. More particularly, it is 
suggested that depressed mood evolved to facilitate a risk-averse approach to social 
interaction in situations where individuals were typically at risk of exclusion from 
social contexts (i.e., dyadic relationships or groups) that were vital to dealing with 
adaptive, socio-reproductive challenges, (access to food, mating, protection from 
predators). The social risk hypothesis maintains that the loss or dissolution of 
significant interpersonal relationships, and/or experiences implicative of low status 
(such as defeat or humiliation), can be categorised more broadly as signals that 
throughout evolutionary history have been associated with the kind of lowered social 
value that could lead to exclusion from important social contexts. Précipitants of 
depression do not just involve loss or defeat, but rather, any socially relevant 
experience that indicates (or has indicated through evolutionary history) to an 
individual that his or her ability to successfully negotiate important social contexts is 
critically low. Such précipitants may include, negative interpersonal experiences 
(such as losses or rejections); the failure of an important goal; loss of social rank or 
status; and/or perceptions of a lack of control in social situations (as is the case with
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experiences of entrapment). Once the depressive mechanism is activated, the usual 
opportunity-seeking social investment strategy shifts towards a risk-averse strategy, 
namely, that of depressed mood.
All these theories assert that normative levels of depressed mood represent an 
evolved, defensive psychobiological strategy associated with a number of fitness- 
enhancing functions (Allen and Badcock, 2003). Such understandings not only 
support and enhance the Counselling Psychologists’ argument regarding the 
significance of relational understanding but they also hold therapeutic value in the 
sense of normalising relevant experiences. However, what is the function of clinical 
or severe depression?
Clinical Depression
Clinical Depression as an arrested defensive response
According to Gilbert (2001), evolution has equipped human beings with an 
extensive repertoire of defensive responses (e.g., fight, flight, submit) that help us 
deal with particular threats to inclusive fitness. If the defensive response is effective, 
the individual either escapes/avoids the stressor or accommodates/adjusts to it. 
However, if the defence fails, the individual is in danger of entering a dysregulated 
state, an exacerbation of symptoms that falls beyond the normal range of adaptive 
functioning (McGuire and Troisi, 1998). Gilbert (2001) explains many of the features 
of clinical depression by suggesting that severe depressed states represent a 
maladaptive pattern of dysregulated defences. The link between chronic stress and 
clinical depression is well established (Monroe and Hadjiyannakis, 2002), and 
suggests that depression is associated with heightened and prolonged arousal of 
ineffectual or arrested defensive responses.
Social Navigation Hypothesis: Clinical Depression as adaptive
However, Watson and Andrews (2002), through their social navigation hypothesis, 
have brought forth a conceptualisation that sees clinical depression itself as adaptive. 
According to it, the adaptive significance of clinical depression lies in two 
complementary, adaptive functions: social rumination and social motivation. Social 
rumination refers to the proposal that cognitive changes, generated by depression, 
focus and enhance an individual's ability to analyse and solve crucial social problems 
(Watson and Andrews, 2002). In the sense that it is adaptive to shut down hedonic
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interests and the use of cognitive resources on physical activities when a problem is 
sufficiently critical and to focus exclusively on the problem at hand. Social motivation 
maintains that the high costs associated with depression are seen to motivate reluctant 
coalitional partners to provide the person experiencing depression with further 
investments or concessions (Watson and Andrews, 2002). Watson and Andrews, 
(2002) argue that depression and suicidality might operate as a high credibility “cry- 
for-help”, motivating people who have a positive fitness interest in the depressive to 
provide such help.
Regardless of whether clinical depression represents an adaptive strategy in and of 
itself or is associated with arrested defensive responses, the evolutionary perspective 
allows us to see human distress, such as depression, interlinked with our evolved 
innate design, even when we are unable to locate trauma in the personal social history 
of the individual.
Critique
It is important to also mention that this perspective’s theories have also been the 
subject of intense criticism. Evolutionary psychologists have been accused of 
reductionism (H. Rose & Rose, 2000; M. R. Rose, 1998). Critics argue that 
evolutionary psychology attempts to reduce complex human behaviours which are 
multiply determined to the effects of a set of genetically programmed modules that 
operate without regard to developmental history, contextual factors, or cultural 
influences. Indeed any explanation of a human phenomenon needs to be multi­
factorial in nature and involve cultural, developmental, physiological, and 
psychological causal mechanisms and dimensions. Siegert & Ward, (2002) state that 
although evolutionary psychology seems to acknowledge the above, perhaps at times 
it pays lip service to the important role of these mechanisms and how they relate to 
evolutionary causations.
Another subject of criticism regarding this perspective and its theories rests in the 
scientific status of evolutionary psychology. Evolutionary psychologists are accused 
of telling “just so stories”, referring to the ease with which they can hypothesize 
adaptationist scenarios about the life of a hunter-gatherer from millions of years ago. 
(Siegert & Ward, 2002). So if the crucial issue for the credibility of evolutionary 
psychology is the differentiation of a sound adaptationist analysis from a well-told 
“just so story”, how can we make sure? According to Tooby and Cosmides (1992), it
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is possible to evaluate evolutionary theories concerning the architecture of the mind 
and its likely origins explaining that any analysis involves the formulation and 
evaluation of hypotheses. Thus, there is the risk that personal and scientific biases, a 
lack of critical scrutiny, and poor analysis may result in false conclusions and flawed 
theories. Furthermore, even if the process of formulating ideas and testing them is 
excellent, mistakes are likely given the intangibles involved and the extreme difficulty 
in reconstructing past events and contexts.
A way of being
The aforementioned criticisms do pose important challenges to this perspective; 
nevertheless, the evolutionary perspective is certainly richly contributing to a long 
lasting quest of understanding the human condition, of trying to make sense of our 
experiences, of the often distressing or confusing aspects of our lives. After all, it 
should also be acknowledged that this perspective has influenced other schools of 
thought. Both psychoanalysis and behaviourism were influenced by Darwinian ideas 
in their early development, but this influence faded as the two schools of thought 
became established. (Siegert & Ward, 2002). Evolutionary psychology can provide 
Counselling Psychologists and generally mental health professionals with important 
insight regarding the ftmction of human distress which can be quite crucial in terms of 
trying to understand whether or not what we have named as psychopathology can be 
sometimes part of a way of being.
Perhaps an important contribution of adopting such a perspective is in relation to 
the allowing of the integration of data from various etiological models such as the 
genetic, the biochemical, the developmental, and the cognitive model, through the 
emphasis on the role of evolutionary causes and their interaction with the 
aforementioned causational models. In our effort to understand and explain a case of 
depression, we can look to the person’s developmental history for vulnerability 
factors, we can examine the person’s current cognitions for depression-related 
schemas, or we might attribute the person’s depression to serotonin imbalance or 
depletion in the central nervous system. All these approaches have their value in 
explaining certain causal aspects of this person’s experience. However, only 
evolutionary causes explain ‘why’ humans become depressed in the first place 
(Siegert & Ward, 2002).
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An implication regarding treatment is that because of the evolutionary 
perspective, we may also have to adopt a different, and more complex, model of 
‘mental disorders’. Depression and other aspects of human distress are frequently 
conceptualized either as illnesses or as learned behaviours. However, an evolutionary 
perspective implies a radical shift in our thinking concerning the nature of ‘mental 
disorders’. Many of the perceived maladaptive behaviours may actually be 
behavioural systems that had survival value and have been selected by evolution over 
millions of years. (Siegert & Ward, 2002). Subsequently, such a perspective, which 
indeed creates a more complex model of ‘mental disorders’, can question the current 
classification system. McGuire and Troisi (1998) who have suggested a grouping of 
disorders based on “similar functional consequences within the same behaviour 
system”, point out the strong contrast between DSM-IV and their own theoretical 
framework.
Therapeutic applications
Normalisation
A further implication for treatment mentioned by Gilbert (1998) is that some 
therapists may want to introduce evolutionary explanations to their clients. In doing 
so, he explains that according to the evolutionary perspective, there is less need to 
hold up some ideal standard of rational thinking as the norm. Less need to perceive 
for instance the thoughts of a client experiencing depression as irrational, distorted, 
and inadequate, if we are working from the perspective of the cognitive therapeutic 
model for example. Rather, such cognitions can be normalized so as to reduce the 
client’s existing feelings of failure, inadequacy, self-blame and unworthiness. 
However, at the same time, it needs to be clearly stated to the client that a tendency 
toward such thinking, although normal in its origins, is self-defeating in the current 
environment because of its very prolonged, very intense, and very pervasive nature.
Emphasis on the importance of theranist-client relationship
Additionally, the evolutionary perspective has also addressed the nature of the 
therapist-client relationship. McGuire & Troisi (1998) claim that the therapeutic 
relationship brings about, not only a psychological effect on the client’s internal 
emotional, behavioural and cognitive systems, but an actual physiological.
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neurobiological one as well. Perhaps this theory can stimulate the already interesting 
discussion regarding the importance of the therapeutic relationship that Counselling 
Psychology has so feverishly supported, and also it can offer interesting comparisons 
with pharmacological interventions and even doubt their perceived necessity at times. 
Furthermore, Bailey (2000) explains that the therapeutic relationship can activate the 
kin-recognition system in the client, introducing the idea of psychological kinship. 
Through evolution we know the importance of interpersonal relatedness, the 
therapeutic relationship, reproducing a warm and safe kin-like relational environment 
has the potentiality to facilitate change through making the client see the therapist as 
psychological kin.
Re-evaluating good treatment outcomes
Additionally the evolutionary perspective may question our therapeutic judgement 
on what is a good possible treatment outcome for a client. This standpoint assumes 
that the most suitable framework for approaching the study of humans is naturalistic 
in nature and should stress the common features shared by all living things. Accepting 
a naturalistic model of human nature means that therapists need to carefully evaluate 
their clinical approach to ensure they are not seeking outcomes that frustrate natural 
goods. According to Amhart (1998), there are at least 20 different kinds of natural 
desires or goods, including religious and intellectual understanding, friendship, 
familial bonding, parental care, sexual mating, wealth, beauty, social ranking, and 
practical reasoning. Because these desires represent basic goods, political and social 
systems can be evaluated in terms of how well they promote these goods relative to 
other possible arrangements. For example, through dismissing the innate need to 
ascertain a sense of meaning and value in our lives we diminish the chances of an 
effective therapy outcome. This process involves ethical judgments because of the 
relationship between natural goods and ideal therapy outcomes. The above can 
certainly add to an already heated discussion regarding evaluations of treatment 
outcomes and the NICE guidelines.
Conclusion
It is important for mental health professionals such as Counselling Psychologists, 
who approach human distress as scientists-practitioners, who adopting holistic views.
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and highlight relational understandings, to familiarize themselves with this 
perspective; and perhaps professional training can emphasize more familiarization 
with this perspective. This perspective can constitute a promising approach to the 
study and explanation of human behaviour and adverse life experiences such as 
depression. Additionally it can also stimulate a fruitful discussion regarding the 
therapeutic implications of such a paradigm shifting theory; hence it merits further 
critical discussion and investigation.
39
References
Allen N.B. and Badcock, P.B.T. (2003).The social risk hypothesis of depressed mood: 
evolutionary, psychosocial, and neurobiological perspectives. Psychology Bulletin 
129, (6), 887-913.
American Psychiatric Association. (1994). Diagnostic and Statistical Manual o f Mental 
Disorders, Fourth Edition (DSM-IV). APA.
Amhart, L. (1998). Darwinian natural right: The biological ethics o f human nature. Albany: 
State University of New York Press.
Averill, J.R. (1968). Grief: its nature and significance. Psychological Bulletin, 70, 721-748.
Bailey, K.G. (2000). Evolution, kinship and psychotherapy: Promoting psychological health 
through human relationships. In Gilbert, P. & Bailey, K.G. (eds) Genes on the Couch: 
Explorations in Evolutionary Psychotherapy. London: Routledge.
Barkow, J.H., Cosmides, L. and Tooby, J., 1987. The Adapted Mind, NY: Oxford University 
Press.
Beck, A.T.. Rush, A.J., Shae, B.F. and Emery, G. {\919).Cognitive therapy o f  depression, 
NY : Guilford Publications.
Buss, D.M., (1995). Evolutionary psychology: a new paradigm for psychological science. 
Psychological Inquiry, 6, 1-30.
Buss, D.M. (1999). Evolutionary psychology: the new science o f  the mind. New York: Allyn 
& Bacon.
Frijda, N.H. (1994). Emotions are functional, most of the time. In: P. Ekman and R. 
Davidson, Editors, The nature o f  emotion: fundamental questions, NY: Oxford 
University Press, 97-177.
Gilbert, P. (1992). Depression: the evolution o f powerlessness, Guilford Press, New York, 
N.Y.
Gilbert, P. (1998). The evolved basis and adaptive functions of cognitive distortions. British 
Journal o f  Medical Psychology, 71,.447-463.
Gilbert, P. (2001). Depression and stress: a biopsychosocial exploration of evolved functions 
and mechanisms. Stress: The International Journal o f the Biology o f  Stress 4 , 121- 
135.
40
Ingram, R.E., Miranda J., and Segal, Z.V. (1998). Cognitive vulnerability to depression, NY: 
Guilford Press.
Kessler,R.C., McGonagle, K.A., Swartz, M., Blazer D.G., and Nelson, C.B. (1993). Sex and 
depression in the national comorbidity survey I: Lifetime prevalence, chronicity and 
recurrence. Journal o f  Affective Disorders 29, 85-96.
McGuire, M.T and Troisi, A. (1998). Prevalence differences in depression among males and 
females: are there evolutionary explanations?, British Journal o f  Medical Psychology, 
71, 479-491.
Monroe, S.M. and Hadjiyannakis, K.K. (2002). The social environment and depression: 
focusing on severe life stress. In: I. Gotlib and C. Hammen, Editors, Handbook o f  
depression, NY: Guilford Press.
Nesse, R.M. (2000). Is depression an adaptation?. Archives o f  General Psychiatry 57 (2000), 
14-20.
Price, J. (1984). The evolutionary model of psychiatric disorder. Archives o f  General 
Psychiatry 41 (1984), 211.
Price, J.S., Sloman, L., Gardner, R., Gilbert P., and Rohde, R. (1994).The social competition 
hypothesis of depression, British Journal o f  Psychiatry 164, 309-315.
Price, J. (1998). The adaptive function of mood change, British Journal o f Medical 
Psychology 71, 465^77.
Rose, H., & Rose, S. (Eds.). (2000). Alas poor Darwin: Arguments against evolutionary 
psychology. London: Jonathan Cape.
Rose, M. R. (1998). Darwin’s spectre: Evolutionary biology in the modern world. Princeton, 
NJ: Princeton University Press.
Siegert, R.J. and Ward, T. (2002). Clinical Psychology and Evolutionary Psychology: 
Toward a Dialogue. Review o f General Psychology, 6(3), 235-259.
Tooby, J., & Cosmides, L. (Eds.). (1992). The adapted mind: Evolutionary psychology and 
the generation o f  culture. NY: Oxford University Press.
Watson, P.J. and Andrews, P.W. (2002). Toward a revised evolutionary adaptation analysis 
of depression: the social navigation hypothesis. Journal o f  Affective Disorders, 72, 1- 
14.
Welling, H. (2003). An evolutionary function of the depressive reaction: the cognitive map 
hypothesis. New Ideas in Psychology, 21, (2), 147-156.
41
Wiggins J.S. and Trapnell, P.D. (1996). A dyadic-interactional perspective on the five-factor 
model. In: J.S. Wiggins, Editor, The five factor model o f  personality, NY: Guilford 
Press, 88-162.
World Health Association. (2007). International Statistical Classification o f  Diseases and 
Related Health Problems, (ICD-10). WHO.
42
Therapeutic Practice Dossier
Introduction to the therapeutic practice dossier
This dossier relates to my therapeutic practice and incorporates brief descriptions of 
my clinical placements throughout the three years of my training. Additionally, it 
comprises my final clinical paper, which gives a thorough account of my personal and 
professional development in this three year old journey.
As highlighted in the statement of anonymity and confidentiality, all potential 
identifying information relating to clients have been omitted or changed for 
confidentiality purposes.
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Clinical Placements
First Year Placement: Private Organization providing Counselling 
Services to Primary Care
November 2007-July 2008
During my first year I had the chance to work in a private company which is in 
contract with the NHS. The company provides Counselling services to GP surgeries. 
The referrals to the on site psychological therapist and/or counselor are made by the 
surgeries’ general practitioners. Then the therapist or counselor provides a screening 
session to a potential client to determine suitability for counselling. Suitability is 
determined by the CORE (clinical outcomes in routine evaluation questionnaire). If 
the client’s CORE total score is below 34 or above 84, he or she is not serviced by the 
company. When suitability is established then clients are offered up to six weekly 
fifty minutes sessions. The service works with a variety of primary care clients 
experiencing mild, moderate and moderate-to-severe levels of psychological distress 
as determined by the CORE. The psychological orientation followed is integrative: 
mainly person-centred with elements of CBT and psychodynamic approaches.
I was placed in two different GP surgeries. I had one to one supervision, at the 
company’s main offices, as well as group supervision and line management meetings. 
My supervisor was a Gestalt therapist who incorporated many CBT and solution- 
focused techniques into her practice. I had the chance to work with people 
experiencing depression and anxiety difficulties as well as unprocessed grief, sexual 
abuse and personality and identity issues. Through this placement experience and with 
the help of my supervisor, I realized the importance of active listening and it also 
became evident to me the significance of the therapeutic relationship.
Indicative and explanatory of my work during this year are my two first year client 
studies as well as the first year client log.
44
Second year placement: Secondary Care, NHS psychotherapy service
September 2008-Aug 2009
During my second year, I had the opportunity to practice in a secondary care setting, 
more specifically in a NHS psychotherapy service. The department consists of 
psychotherapists of psychodynamic orientation and a consultant psychiatrist who is a 
trained Jungian analyst. The types of psychotherapy offered by the department include 
long term individual psychodynamic therapy, cognitive analytic therapy of 8 or 16 
sessions and group therapy. The department accepts referrals from a variety of mental 
health professionals; the clients are assessed usually within two sessions by the 
department’s consultant psychiatrist or by the head psychotherapist and then are 
placed on a waiting list and after a waiting period of 3 to 5 months they are allocated 
to a specific therapist and to a specific type of therapy. After the end of their 
individual therapy the clients are usually referred to group therapy. There is a broad 
range of clients serviced by the department displaying a variety of presenting issues of 
psychological distress including mood disorders, anxiety disorders and personality 
disorders.
I had weekly individual supervision with an object relations psychotherapist, and 
weekly group supervision with a Jungian analyst. Additionally, I also had weekly 
group supervision for my cognitive analytic work as well. During this year’s 
placement I had the chance to familiarize myself with cognitive analytic therapy 
(CAT) and through the ongoing guidance of my CAT group supervisor I became 
familiarized with the theory and application of an integrative model of therapy. I had 
the chance to work with clients experiencing depression, different types of anxiety 
and personality difficulties. Through my experience with clients and through my 
supervision, I became engrossed with the unconscious processes and I grasped in a 
more profound way the importance of the use of self.
Indicative and explanatory of my work during this year are my two second year client 
studies as well as the second year client log.
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Third year placements: Community Health Psychology Team and 
Community Mental Health Psychology Team
October 2009-August 2010
During my third year, I had been practicing in two different NHS placements. The 
first one is a Community Health Psychology Service which incorporates a small 
psychological service in a diabetes centre as well. The second one is a Community 
Mental Health Team.
The Community Health Psychology Service’s main team consists of a Consultant 
Clinical Psychologist who is the head of the service, an Administrator and two 
Clinical Psychologists. The client group that this Psychology Team serves on an 
individual one to one basis but also in groups is mainly people who experience long 
and enduring physical conditions, chronic illness, chronic pain, sudden health changes 
and are in need of psychological support. Furthermore, regarding the diabetes centre, 
a Clinical Psychologist along with a trainee, offer support to people having difficulty 
in managing their diabetes. The service incorporates Cognitive Behavioural Therapy 
as well as Acceptance and Commitment Therapy.
I had the opportunity to work one to one and in a group with clients experiencing 
sudden health changes and chronic pain. Additionally I had the opportunity, both 
through my one to one work and group experience, to familiarize myself, along with 
the help of my supervisors, with Acceptance and Commitment Therapy.
The Community Mental Health Team’s is a large service which incorporates 
many mental health professionals such as Psychiatrists, Psychologists, Occupational 
Therapists, Mental Health Nurses, and Mental Health Social Workers. The 
Psychology Team of which I was a part consists of Clinical and Counselling 
Psychologists as well as one or two Counselling and Clinical Psychology trainees 
working on an individual one to one basis but also in groups with clients experiencing 
long and enduring mental health difficulties.
While working in the CMHT, I was given the chance to work with people 
experiencing personality disorders, severe depression and anxiety as well as cognitive 
difficulties and to utilise apart from CBT, Schema-Focused Therapy as well.
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Furthermore, I also co-facilitated an anxiety management group along with a 
specialist occupational therapist.
Through these two placement experiences this year, I learned more about 
Counselling Psychologists’ role within the NHS, the policies and practices of this 
huge structure. I felt absolutely as part of a team and I got to communicate and 
cooperative on a regular basis with a variety of professionals.
Indicative and explanatory of my work during this year are my two third year client 
studies as well as the third year client log.
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Final Clinical Paper 
A never ending quest of personal and professional growth: 
One journey’s end marks another journey’s beginning.
"When you set out on your journey to Ithaca, pray that the road is 
long, fu ll o f adventure, fu ll o f knowledge. ”
Ithaca by C.P. Cavafy (1911)
As I am writing these pages, my three year old journey of becoming a qualified 
Counselling Psychologist is coming to an end and the above words of the prominent 
Greek poet come to mind. I can honestly say that it has been both an exhilarating and 
an exasperating journey. Through the following pages I will endeavour to provide to 
the interested reader an overview of my experience by reflecting on the personal and 
professional developmental highlights of my effort. I will draw upon my three year 
clinical practice, the psychological theories and research that I have found to be 
personally and professionally influential and the process of my self-discovery.
Throughout this time, I have been a student, a researcher, a supervisee, a 
therapist and a client, I have worn many hats but the common denominator of these 
roles has been the fact that I am someone who was always fascinated by the 
complexity of the human condition. So let us begin the unwrapping of the story by 
this fascination of mine.
My way in to Counselling Psychology
The quest to understand the human condition may date back to the first attempts 
by humans to understand themselves and their place in the universe. I have always 
been intrigued by life's mystery: its origin, meaning, and finality, by the way humans 
interact, relate and cope in several contexts: social, cultural, political, interpersonal, 
by the experience of being human. I remember always being mesmerized by 
documentaries that attempted to explain the mysteries of our cosmos and the wise, 
perfectly structured complexity of our existence. Soon, I was drawn to psychology 
because to my eyes it promised to fascinate me, because it promised me the escape to
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more exciting worlds of deeper understandings and inner discoveries, away from my 
ordinary. So I found my way into studying psychology through trying to shed light on 
to my ontological, existential wonderings.
It was much later on and through inner exploration, through personal therapy, and 
while already being on the Counselling Psychology course, that I became aware of 
deeper inner motives regarding wanting to understand human thinking and behaviour 
and help others; regarding my draw to becoming a psychologist or a therapist. 
Personal traits of problem-solving abilities and caring and inner-caring qualities 
seemed to have been established and had been overdeveloped within me almost by 
default, by lack of alternatives within my immediate family environment. So in some 
sense, I also tried to put my skills, my way of being, into good use and elevate 
‘helping’, something I knew well, to my profession as well. So here I was on one 
level, studying psychology, soothing my thirst for existential knowledge but also on 
another, out of awareness level, trying to elevate my problem-solving, helping and 
caring propensities to a professional realm, to the realm of science.
The quest had started. Soon after my first degree (four year bachelor from an 
American University in Athens, Greece) I knew I wanted to progress with my studies 
and become an applied psychologist, someone who could help people. I decided to 
come to the UK for a Master in Mental Health Studies so I could expand on my 
knowledge regarding human distress.
During my Master’s degree, evidence based practice was empasised. Cognitive 
Behavioural Therapy (CBT) was getting accolades, and in hindsight, perhaps it also 
fitted well with my problem-solving propensities, so I thought that that perhaps was a 
potential and suitable therapeutic orientation and direction for me. After graduating 
from my Master’s degree, I started a counselling certificate emphasizing on CBT 
skills and some solution focused strategies and started volunteer practice in a small 
psychiatric clinic in Athens. The ‘helper’ had settled well with ‘doing’ as that was 
what I knew best.
Soon after this clinical experience and my interactions with people experiencing 
enduring and complex difficulties, it became evident to me that categorising and 
labelling their experience didn’t help me understand and grasp the uniqueness of their 
situation. I was reconecting in that respect with my original facsination regarding the 
complexity of the human experience and subsequently wanted to refrain from 
understanding human distress in a confined pigeon-holing way. I wanted to open up to
49
a holistic, spherical understanding something that Counselling Psychology was 
promising to give. So I decided to apply to a Counselling Psychology course so as to 
complete my training as a qualified practitioner.
The first shift: From ‘Doing’ to ‘Being’
In my first year in the course, I was given the opportunity to practice in two 
primary care settings, doing some short-term work (6 sessions) in two different GP 
surgeries. My supervisor was an experienced gestalt psychotherapist who also 
incorporated many structured, solution-focused interventions in her practice. It wasn’t 
difficult to reconnect with what I was doing before joining the course. The ‘helping’ 
side of me who focused on cognitive-based skills and practical solutions was 
dominating my practice in the beginning of that year. In some sense I can say that I 
was using skills that I knew and felt comfortable with, to create quite a solid 
therapeutic alliance in order to bring about change, yet I was failing to grasp at that 
time the importance of the therapeutic relationship and Rogers’ (1957) core 
conditions such as congruence, unconditional positive regards and empathie 
understanding that nourished it.
As the year progressed however, a gradual shift was taking place. Starting my 
own personal therapy during this time, I started to realise that there was more to 
therapy than ‘doing’. I started realising that ‘connecting’ and ‘being’ was what 
personally made it work for me. As I became more engrossed with the person- 
centered theory and approach and as my supervisor and I engaged in discussions 
regarding what structured approaches provide to me rather than to the client, I started 
challenging my comfort zone and move on to an uncharted territory, namely the 
therapeutic relationship.
One of my most important teachers who contributed towards this shift is Mrs j \  
Mrs J was a 35year-old white British lady who came to therapy due to low mood and 
intense self-blame following two consecutive miscarriages within 6 months. She was 
facing many self-concept issues and also had a history of eating disturbances. Because 
of all the past negative criticism that she had experienced from her family and her 
social background she had started to believe in the criticism, and directed it towards 
herself. I thought she couldn’t appreciate all the positive qualities that I could see in
All clients are given pseudonyms in this paper for confidentiality purposes.
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her. However, instead of using myself and offering acceptance, I wanted to be able to 
objectively challenge her negative thinking and examine and point out to her the 
positive attributes of herself through a structured, quite directive, cognitive approach 
which didn’t seem to work the way I imagined it should. Soon and with the help of 
my supervisor I realised that by showing Mrs J my genuine warmth, acceptance and 
empathie listening, namely being myself, a reparative relationship (Clarkson, 1995) 
was starting to develop which helped her internalise acceptance and then challenge 
her negative beliefs about herself.
Another milestone of development for me came through the following realisation: 
feeding back difficult emotion to the client but also staying more with it and exploring 
it rather than trying to find ways to “rescue” the client from it, was somewhat of a 
challenge for me. It became evident through my personal therapy and supervision that 
perhaps this self-protecting pattern of mine was present to the therapy room as well. I 
was trying to ‘protect’ the clients from their own difficult emotions by colluding with 
their avoidance of recognizing them and bringing them into the room, thereby 
identifying with their struggle to cope with them. In particular, I found this to happen 
when clients were more thought-oriented like I was, rather than emotion-oriented. 
And that was the case with Ms C, a 20 year-old white British lady, engrossed and 
consumed by the demands of her job. She came to the service due to low mood and 
anxiety. She also had a history of self-harm and many obsessive and compulsive 
elements which made her everyday life difficult. Ms C also reported that her father 
showed a preference towards his other daughter through constant praise and affection.
Adopting a rescuing attitude towards Ms C, I found myself colluding with her 
difficulty in exploring feelings of rejection and with her difficulty in recognizing and 
exploring her immense sadness, hurt, anger and envy. So in the beginning, I 
endeavoured to strengthen the positive aspects of her experience like the success she 
enjoyed in her job, almost ignoring the function that this job was serving in terms of 
avoiding feeling and not having time to think apart from trying to compete with her 
sister and make her father proud through her work. Through supervision I became 
aware of this pattern; through personal therapy I became aware of its function. 
Through a new found willingness to recognize and stay with difficult emotions, even 
though it was hard at times, Ms C and I worked together and through immediacy and 
authenticity, ingredients of a strong therapeutic relationship, we managed to 
understand her difficulties in the context of avoiding and denying difficult emotions.
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Summing up, what started happening as the first year was coming to an end was 
that I stayed more with the client’s phenomenological experience and personal 
meaning, through an exploratory, less directive approach, using structure only when it 
served the client and not as a way to reduce my own anxiety. Additionally in realising 
the importance of staying with and exploring difficult emotions rather than trying to 
hide away from them, I began stepping from ‘quick fixing’ or ‘rescuing’ people from 
negative emotions. Furthermore, I started valuing the therapeutic relationship and the 
genuine connection. Congruence, Unconditional Positive Regard and Empathie 
Understanding are values that will always follow me to my quest of personal and 
professional growth. Meams and Thome (1999) explain that the person-centered 
approach is governed by an attitude which manifests itself in the therapists’ 
“constistent acceptance of and enduring warmth toward the client” (p.64). This is an 
attitude which I feel needs to be present in all therapeutic contexts and models of 
therapy and this is now a core part of my practice.
Growth continues: Deeper relational understandings
During my second year, I had the great opportunity to practice in a secondary 
care psychotherapy department guided by three different supervisors. Each of them 
has helped me understand important concepts and processes which I believe were 
crucial for my growth and development both as a person and as a practitioner. My 
introduction to psychodynamic understanding and interventions came through 
Malan’s triangles (1979) (the triangle of person which links past, present and 
therapeutic relationship and the triangle of defence which connects a hidden impulse 
or forbidden feeling, a defence and a resulting anxiety), it was the first conceptual tool 
that my Jungian supervisor taught me and thought I should become familiar with. I 
very much believe in this concept and my impression is that nearly every intervention 
of a therapist is reflected in these triangles.
Having this as my interpretational stepping stone I began the unfolding of what 
was for me a symbolic world of mystery, and I started developing fascination 
regarding the unconscious processes and the function of dreams (Freud, 1900). It was 
also during this year that I started grasping in a much deeper way the importance of 
the use of self in therapy, as well as the magnitude of relational understandings. What 
has resonated particularly well with me in both personal and professional context and 
informs my thinking, is the object-relational psychodynamic perspective (Fairbaim,
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1943; Winnicott, 1958; Bowlby, 1979) which recognizes the influence of intra­
psychic conflicts but more importantly brings to the foreground and puts more 
emphasis on relational aspects of psychological functioning. Postulating that through 
our early experiences with our caregiver we build internal structures (internal objects, 
Fairbairn, 1952) which represent our past experiences and also guide the way we see 
the world and help form our future relationships, we realize that psychological 
difficulties are formed through developmentally deficient experiences with the 
caregiver. So what therapy aims is to offer a new relational experience of empathy 
and attention so as to allow the client to re-build a secure sense of self in relation to 
others (Bateman & Holms, 1995).
Additionally, I endeavoured to overcome the challenge of being able to reflect on 
my own part in the therapeutic relationship and how this informs and affects the 
therapeutic process. What contributed to that was my personal therapy, openness and 
trust towards my supervisors and most of all my most important teachers, my clients. 
In particular, my clients taught me about the power of transferential issues, the 
importance of relational understandings as well as the powerful aspects of projective 
identification. The following two examples are indicative of my client work, during 
this year. Using myself and the therapeutic relationship as instruments of change, was 
still a relatively unfamiliar experience hence a challenge. I believe that progressively I 
familiarized myself with this uncharted territory and presently I feverishly support its 
presence in my practice.
A client, who contributed to my growth and development and whose interactions 
with me offered important relational understandings, was Ms Brown. Ms Brown was 
a 36 year old white British lady. She was experiencing post natal depression, and 
bonding difficulties with her children. She had also always experienced a very 
difficult relationship with her own mother, feeling unloved by her. Ms Brown and I 
had also explored her need to please people, to become the person others can count on 
the most, appearing confident, reliable with her clients, she perhaps had created a 
false self (Winnicott, 1965) hiding how vulnerable and unloved she felt. Ms Brown 
had brought some aspects of her ‘false self to me as well, mostly during the 
beginning of therapy. I remember first seeing her; a smartly dressed woman with 
perfect make-up and I remember thinking ''she is on top o f  her game ", experiencing 
her as powerful and competent. A powerful counter-transference of awe was 
progressively created in me. I explored my realisation in supervision and in the first
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opportunity, I fed back to the client what I felt she was unconsciously trying to 
communicate to me. I remember struggling with my phrasings, during my first 
interpretations yet progressively, throughout the course of therapy, I was owning 
more what I wanted to suggest without rush, which was something I struggled with at 
first, but with compassion, using myself and my processes. Through constant practice, 
I was bringing more of myself and our developing relationship in the room. Together 
we explored her need of my approval and acceptance and linked and compared our 
relationship with important relationships of her past. On one of our later sessions, I 
observed that Ms Brown was not wearing her almost professional make-up any more. 
I fed back to Ms Brown how I had perceived this symbolism and I linked it with the 
shift I had observed towards genuineness and exposed vulnerability. Ms Brown was 
in a position to relate differently with me and that physical shift was indicative of that 
to me. Ms Brown progressively was able to gain insight into the importance of her 
formative relationship with her mother and its influence in her present relationships, 
including her relationship with her children, and through internalising a new relational 
experience with me within a containing, holding environment (Winnicott, 1965) she 
was given the opportunity to create a new blueprint for her relationship with others 
too. Through my relationship and interactions with Ms Brown, I had set my 
therapeutic foundations for the future regarding paying attention to relational 
processes and sensitively and appropriately conveying them.
Another important concept that I found particularly stimulating during this year 
was the notion of projective identification (Klein, 1957). Mr Addison was a 47 year 
old White British gentleman who had recently lost his niece to cancer and he had 
additionally lost his father. He came to therapy because he was experiencing health 
anxiety. Additionally he was experiencing difficulty in owning and managing difficult 
emotions such as anger. When he was seven he also lost his mother to cancer and also 
lost one of his brothers due to a traffic accident. His father was described as 
emotionally unavailable at the time. Mr Addison was also consumed by his job 
resulting in missing several sessions. I noticed that the cancelled sessions were filling 
me progressively with anger, anger I wasn’t channelling and was resulting in 
frustration. It was the first time I experienced a negative emotion for a client and I 
remember feeling guilty for having negative feelings for a client. Realising the 
importance of exploring every aspect of this experience, I brought it to supervision.
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Mr Addison’s early separation from his love object, his mother, due to death 
perhaps resulted in separation anxiety (Bowlby, 1979). It appears there was no 
containment for his grief, or for voicing his emotional needs. His separation anxiety 
was displaced in his preoccupation with his health. Mr Addison’s traumatic losses 
contributed to a present insecurity about intimate relationships. He used to not invest 
in them in fear of losing these new objects and experiencing again this separation and 
loss. Therefore his job played the role of his safe haven ‘protecting’ him from 
intimacy with his family but as it appeared protecting him also from relating and 
engaging with me. Through supervision I became aware that my anger was perhaps 
projected by Mr Addison, that his unexpressed and denied anger was expressed 
through me. Experiencing projective identification in my practice and progressively 
working through it along with Mr Addison in terms of owning more and processing 
his anger, was an important lesson for me regarding the importance of unconscious 
communication and my internal processes.
What is also worthy of mention is that during this year in my placement, I also 
had the huge opportunity to practice and familiarize myself with Cognitive Analytic 
Therapy (Ryle, 1995). Cognitive Analytic Therapy (CAT) to my understanding can be 
seen as the application of cognitive theory to object relations. This form of therapy, 
with a simplicity assisted by plain language and useful diagrams, manages according 
to my opinion, to capture what is often described through a rather complicated 
psychoanalytic language and gives it back to the client in a very meaningful way. I 
believe that CAT is ingrained in my way of thinking regarding relational 
understandings.
Coming full circle: Re-relating to ‘Doing’
The time had come, after two years of evolving skills and ways of being 
concerning relating, connecting and using myself, I was returning in many ways to 
what used to feel closer to the ‘helper’ in me: structure, practicality. Yet I was saying 
to myself that I was not worried that I would go back to my safe heaven of structure, 
for I was returning with a more critical stance to cognitive approaches and manualised 
treatments, informed by my previous experience with my clients and equipped with a 
rich relational understanding. Having re-appraised my stance concerning Cognitive 
Behavioural Therapy (CBT) and adhering to criticism regarding what constitutes 
evidence-based practice and the rising doubts regarding the many CBT accolades, (eg.
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Fairfax, 2008) I was prepared to engage with CBT work through an almost snobbish 
stance.
My crusade to prove to myself that CBT is shallow and unsophisticated was short 
lived. Soon I realized that it is the way you approach a model, pressurized by a cost- 
effective culture that determines its perception and application and not the actual 
principles and intentions of the model. In hindsight I think that my new found zeal 
against CBT was perhaps triggered by an inner fear that my ‘helper’, which so much 
characterized my past, would resurface in its familiar way. Through my openness with 
my gifted supervisors, through personal therapy and through my greatest teachers: my 
clients, I soon found myself re-engaging with my inner helper in a more meaningful 
way, realizing that regardless of its reasons for developing, there lies a potential 
strength. My problem-solving propensities were welcomed within an environment of 
reflection and were utilized in a balanced way, informing my developing holistic, 
relational and reflective practice. My emerging identity as a Counselling Psychologist 
in training was helping me make peace and re-engage with past practices.
Soon it became evident to me that CBT theorists not only acknowledge the 
importance of early experiences in the development of maladaptive thinking but also 
highlight the significance of the therapeutic relationship. (Gilbert & Leahy, 2007). 
While employing a CBT approach, I endeavoured to always have the therapeutic 
relationship at the heart of my practice. Especially while I had the opportunity to 
familiarize myself with third wave, groundbreaking approaches such as Acceptance 
and Commitment Therapy (ACT). ACT, apart from being a new to Western 
therapeutic practices model, it also encourages therapists to develop and display the 
universally known essential qualities for therapists: compassion, acceptance, empathy, 
respect, and the ability to stay psychologically present even in the midst of strong 
emotions (Hayes, 2004). Therefore it sat really well with the qualities I had embraced 
in my first year.
Additionally, a client’s statement during ACT can be addressed in terms of 
content, as a sample of social behaviour, in terms of symbolic function but also as a 
statement about the relationship between the client and the therapist. Focusing on the 
relationship itself can be helpful in ACT when psychological inflexibility in the 
therapeutic relationship is functionally related to psychological inflexibility in other 
domains of the client’s life (Hayes, 2004). Therefore, it was also related to my, 
already in place, relational understandings and practices. It is important to
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acknowledge that a recent review of ACT outcomes (Hayes, 2004) found 
effectiveness and efficacy in many domains of distress such as depression, psychosis 
and chronic pain.
What I found personally and professionally meaningful and really useful regarding 
ACT is its basic premise: People want to get rid of their depression, anxiety, urges to 
low self-esteem, fear of rejection, and so on. According to ACT it is when we try to 
avoid or get rid of unwanted private experiences, (experiential avoidance) that we 
create extra suffering for ourselves. Therefore in ACT, there is no attempt to try to 
change, avoid, suppress, or control these private experiences. Instead, clients learn to 
reduce the impact and influence of unwanted thoughts and feelings, through the 
effective use of mindfulness. Clients learn to stop fighting with their private 
experiences, to open up to them. ACT interventions focus around two main processes: 
developing acceptance of unwanted private experiences which are out of personal 
control, and commitment and action towards living a valued life (Luoma, Hayes, & 
Walser 2007).
My work with the following client is an example of how I have utilised ACT 
during my practice in this final year incorporating relational understandings. It is 
important to mention that through that final year I was given the chance to work for a 
few months in a CMHT but primarily I practiced within a community health 
psychology service. Therefore, I had the opportunity to work not only with clients 
experiencing enduring mental health difficulties but also with clients who were 
affected by life changing illness and chronic pain.
Mrs Smith was an 84 year old white British lady who was experiencing chronic 
pain and she was also suffering from irritable bowel symptoms. She was also 
experiencing anxiety and some low mood. She explained to me that most of her life 
she was alone following a divorce almost 40 year ago. She would often catch herself 
thinking about her failed relationship with her mother and then would try to distract 
from that. She would also try to please people, including myself, stemming from a 
core belief of inadequacy.
Through ACT and its formulation concepts (Luoma, Hayes, & Walser 2007) 
Mrs. Smith and I explored and understood that she was cognitively fused with her 
thoughts about herself and others, treating them as the absolute reality and acting as if 
the thoughts are true. Subsequently what she did regarding these thoughts was either 
to try to distract from them or to be excessively worried and anxious because of them.
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and this can be considered an internal avoidance behaviour which maintains her 
distress. Mrs. Smith and I used our way of relating as an example so as to inform us of 
her possible relational patterns with others as well and its possible connection with 
her core belief. We additionally focused on attendance and pursuit of the values that 
give meaning to her life such as companionship and creativity, while at the same time, 
again through ACT, we tried to create some distance and defusion from thoughts so as 
to try to not avoid, distract or ruminate regarding thoughts but rather attend to them in 
a mindful non judgmental way. A way to accomplish that with Mrs. Smith, as well as 
with my other clients, was the creative use of metaphors^. Mrs. Smith, through her 
energy and motivation and honest relationship with me, taught me that it is achievable 
to live in the present, not being fused with thoughts regarding the future or the past.
Hence progressively, a therapeutic integration was taken place, assisted by the 
accumulation and internalisation of all the afore-mentioned experiences from all 
years. Additionally, during this year, I have found myself combining second and third 
wave practices. Regardless of its antithetic positioning to Western mainstream 
thinking, I don’t see ACT as incompatible to CBT. For instance I have introduced 
thought distancing (Defusion) (Luoma, Hayes, & Walser 2007) and the priority of 
following one’s personal values, with clients I have seen in a traditional CBT context.
I have often said to my clients and I firmly believe that “our life is more than our 
problems, what is it you would want to do in your life that you are not doing now? ” 
Another client of mine was ruminating regarding a specific anxiety and was 
organising his entire life around it. The ACT approach made him remember his 
dreams of travelling and his love of art, however traditional CBT techniques such as 
behavioural experiments and graded exposures were what brought him one step closer 
to those dreams and gave him his first little victory. Especially with clients 
experiencing chronic pain, I have observed that they might lose sight of their 
inspirations, their dreams, due to numerous efforts of trying to control the pain in 
some way. I think what ACT represents can be especially beneficial for this client 
group.
Closing, I can certainly say that this year offered me a rich experience and I have 
learned and utilized personally and professionally the importance of accepting good 
and bad experiences and living in the present moment in a mindful, non-judgmental
 ^The interested reader can get a flavour o f my use o f metaphors by reading the third year client study 
of Mrs. Smith included in the attachment of the portfolio.
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way. And I should not neglect to mention that during this last year in the course I had 
the opportunity to know more about Counselling Psychologists’ role within the NHS, 
the policies and practices of this huge structure. I felt absolutely as part of a team and 
I got to communicate and cooperate on a regular basis with a variety of professionals. 
My confidence in my role and in my emerging identity had been established as the 
final year was coming to an end.
The Journey Within
“..I wonder i f  I've been changed in the night. Let me think. Was I  the same 
when I  got up this morning? I  almost think I  can remember feeling a little 
different. But i f  I ’m not the same, the next question is 'Who in the world am 
I?' Ah, that's the great puzzle!”
Alice in Wonderland by Lewis Carroll (1865)
Maybe Alice in the above quote reflects our doubts, fears, concerns but also 
thrills regarding personal transformation. In parallel with the pursuit and acquisition 
of my emerging professional identity, I have without a doubt developed personally as 
well, for the two are intertwined. My personal and professional development has been 
greatly assisted by my personal therapy these past three years; by taking a deeply 
introspective journey as well. My therapist not only acted as an excellent role model 
for professional learning but also by me experiencing the client’s point of view, taught 
me to respect my clients even more. I have realized that it can be challenging sharing 
your innermost thoughts and sometimes painful to gain insight to personal aspects 
which were long-denied.
Additionally, this inner journey has helped me become aware of certain ‘blind 
spots’ (Jacobs, 1999) and how they may interfere with the therapeutic process. 
Exploring my own conflicts has been important in regards to working effectively with 
clients. I have understood better my ways of relating and how they came to be, I have 
gained insight regarding the formation of my personal expectations, aspirations and 
motives.
Therapy provided the necessary reflective space for me so as to thoroughly 
process the way I engaged with an ambitious, demanding and high achieving pursuit, 
such as this training experience. In particular, through exploring the levels of my 
performance anxiety as an academic student, which on some occasions resulted in low
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energy levels and tiredness, I realized how over-focused I was on the evaluative 
aspects of this challenging pursuit. I became conscious of how the fear of a potential 
failure was linked to my previous life experiences and internalized high expectations, 
due to my default yet often powerful position of the ‘helper’. Most importantly, I 
grasped how little focus I was paying to my ‘playful side’, and to my own nurturing 
needs. In many respects, through these realizations and through giving myself the 
space and time to meet these needs, I managed to bring a balance between my helping 
and my playful side towards the benefit of my clients and myself.
I remember being taught in this course that “we can take our clients only as far 
as we have been” and I hold this close to my heart and mind as I will be continuing 
my ever evolving personal and professional development and self-reflection.
My Emerging Identity
As I am nearing the end of this three year experience, I can say that as an 
emerging professional, I honestly express my innermost respect to the 
phenomenological experience of my clients, to their unique subjective experience and 
personal meanings. Additionally what has also become evident to me is the 
importance of the therapeutic relationship and I will continue to have that at the core 
of my practice. It is important to acknowledge that an expanding body of literature 
postulates that the quality of the therapeutic relationship is the most important factor 
in predicting the effectiveness of therapy (Orlinsky, Grawe & Parkes, 1994). After all, 
as Clarkson (1996) explained: “we are bom of relationship, nurtured in relationship 
and educated in relationship” (p.265) thus relationship may well be the constant of the 
human experience.
I see my thinking, understanding and practice being influenced by a plethora of 
theoretical concepts. After all, I view a theory as a mere metaphor or as a language 
that tries to convey one’s subjective experience. And I would agree with Casement 
(1985) who explains that “theory should be the servant to the work of therapy and not 
its master”. Nevertheless, I find myself having the person-centered core conditions as 
a fundamental component of my work; early life experiences and unconscious 
processes are informing my thinking; I particularly tend to take into account object- 
relational understandings. At the same time, I am also quite keen, for instance, to 
collaboratively design behavioural experiments with my clients in order to test out 
their beliefs. As an emerging scientist-practitioner, I fully intend to take into account
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outcome studies and empirical results regarding effective treatments but it is equally 
important for me to ‘fit’, in some sense, the therapeutic model to my client rather than 
trying to fit my client to the particular therapeutic model.
I should also note that during this time I have found my thinking to be influenced 
by some existential theorists such as Yalom, (particularly his postulations regarding 
death anxiety, 2008) who I have found particularly influential regarding both my own 
ontological wonderings as well as the ones of my clients.
Furthermore, I have found myself drawn to less mainstream ideas, namely ACT 
and I have tried to combine them with traditional therapeutic thinking. Similarly, I 
believe the new wave of evolutionary^ psychology research and theories regarding the 
function of human distress in our life (eg. Buss, 1995; Gilbert, 1998) has important 
implications for practice in terms of having a normalizing effect for the client.
Concluding comments
Developing an identity as a Counselling Psychologist is an ongoing, never- 
ending process. As Hollanders (2000) puts it: “A quest that has no end” (p.41). These 
past three years, have been catalytic to my growth. I have started developing my 
holistic, spherical understanding of human distress and my self-reflective, relational 
practice. So as this journey ends, another journey begins and I am looking forward to 
what the future holds. I am taking my newly created yet quite solid foundations with 
me to the new journey, always motivated by my quest for growth.
 ^ For more on that I invite the interested reader to explore m y third year theoretical essay.
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Research Dossier
Introduction to the research dossier
This dossier includes a literature review and two different qualitative pieces of 
research. The literature review critically examines current pieces of research 
regarding the experience and psychological well-being for carers of relatives who 
experience psychosis. The first qualitative study employed Interpretative 
Phenomenological Analysis (IPA) to explore the experience for carers of relatives 
with psychosis and particularly their understanding and responses to voice hearing. 
Finally the second qualitative study employed Grounded Theory so as to provide the 
basis for theory building regarding the experience of facilitators of groups 
for carers of people experiencing severe mental health difficulties.
As highlighted in the statement of anonymity and confidentiality, all potential 
identifying information relating to research participants have been omitted or changed 
for confidentiality purposes.
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Literature Review
The experience and psychological well-being for carers of relatives living with 
psychosis.
Abstract
Carers of relatives experiencing psychosis are exposed to specific changes in the 
behaviour of their relative, such as social withdrawal, behavioural excesses, unusual 
experiences and impaired social performance (Birchwood & Smith, 1987). Research 
around carers of relatives experiencing psychosis has been mainly focusing on their 
influence and role regarding the cause and maintanance of psychosis. Consequently 
the development of interventions has focused upon the influence families may have 
on their relative. Increased awareness and shift towards the carer and his or her own 
needs can be seen in some recent studies that address ‘burden’.
However, qualitative pieces of work on carers’ experience are sporadic. Since the 
first fracture in the carer-care recipient relationship is often caused by positive 
symptoms, and since 70% of people experiencing psychosis are voice hearers, an in- 
depth exploration of the carers’ experience regarding their relatives’ voice hearing 
experience can be of use, particularly if we acknowledge the importance of the 
relationship between social environment and voice hearing experience. This 
exploration can contribute to a better comprehension not only of the carer’s 
experience but also of the carer-care recipient relationship and its possible influence 
on the voice hearing experience.
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Personal Reflections
The following work is inevitably shaped by my personal interests and 
experiences. The reason I wanted to explore this particular topic stems from my 
previous clinical experiences. I had the chance to have some clinical experience with 
people experiencing psychosis in two of my previous practice settings. I was mainly 
involved in psychoeducational programmes for care recipients however I had the 
chance to know relatives of my clients as well.
In conversations with some carers I began to reassess my understanding of their 
situation. I can personally relate with some general aspects of an enabling or helping 
experience such as caring. However, when it came to psychosis and relatives my mind 
would instantly go to all the theories and studies that put blame for the cause, course 
and prognosis of it. However, through listening to their experiences, their anxieties 
and worries I admired the role they had to play for the sake of their relative, 
sacrificing some times their own aspirations.
So, when it came to choosing a topic for my course, I saw this as an opportunity 
to review a literature that could focus on their side of the coin. During the course of 
gathering the literature used on this review and during my familiarization with the 
relevant studies, the few narrations that carers were kind enough to share with me 
regarding their life stories and their experiences came alive again to a large degree.
The language this literature review tries to use, attempts to engulf with outmost 
respect experiences and people all the while trying to be precise and respectful to the 
language used in the relevant studies presented here in an effort to maintain their 
content and meaning.
Introduction
This literature review has the aim to examine and discuss research findings 
regarding the experience and psychological well-being for carers of relatives living 
with psychosis'^. Through a critical discussion of the relevant literature and its 
implication for practice we can gain a better understanding of the subject under 
investigation and ponder on future possible endeavors and studies that can shed more 
light to this subject. The field is dominated by quantitative literature yet important 
qualitative literature is also going to be discussed. A critical and analytical reviewing
It should be noted that Psychosis is not a mental illness in its own right, it is not a diagnostic category 
in DSM-IV, however people often experience psychosis through a mental illness such as schizophrenia.
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could be useful to be seen, where appropriate, through a relational conceptual 
framework, since as we are going to see, there is body of evidence that stresses the 
importance of the past and present relationship between carer and care recipient. 
Counselling and Psychotherapeutic Psychology can be informed and gain important 
insight by this accumulation of important evidence and from its discussion for the 
benefit of the client/carer, but also for the benefit of the relationship between carer 
and care recipient hence benefit both.
Psychosis and the shift towards community care
Psychosis affects 1-2% of the population at some point in their lives. (Banks et 
al., 2003). One of the main causes of psychosis is schizophrenia, a chronic, severe 
and disabling condition, which usually has its onset in late adolescence or early 
adulthood. Schizophrenia can often be stigmatised and poorly understood, and people 
experiencing it can often feel alienated from the community (Banks et al., 2003).
However, improvements in the human and legal rights granted to mental health 
consumers have led to the worldwide development of providing care in the least 
restrictive environment, preferably the consumer’s home. Research findings indicate 
that up to 60% of individuals diagnosed with schizophenia live with their relatives 
(Kuipers, 1993). This move towards community care for people who experience long 
term distress like psychosis, has shifted many of the responsibilities associated with 
the ill family member’s health care needs and costs from the health care system to the 
family (Smitka,1998) (as cited in Wynaden, 2007). Therefore, family involvement is 
an important factor in determining the ill family member’s quality of life (Mohr, 
2000).
Carers, as defined by Carers UK, are people who "provide unpaid care by looking 
after an ill, frail or disabled family member, friend or partner". It has been estimated 
that in the UK there are approximately 1.5 million carers of relatives experiencing a 
mental illness or dementia (Arksey 2003).
Carers of relatives experiencing psychosis are exposed to specific changes in the 
behaviour of their relative, these include withdrawal, unusual experiences, 
behavioural excesses and impaired social performance (Birchwood & Smith, 1987). 
Research around carers of relatives experiencing psychosis has been mainly focusing
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on their influence and role regarding the cause and maintanance of psychosis and this 
role has been understood in relational terms.
Personal Reflections
The shift towards community care is in an ongoing process currently in my 
country hence an active dialogue on it is still existing. Approaching the matter mostly 
through UK conditions through this literature review where this shift has been 
completed was an interesting experience for me in terms of trying to speculate the 
future conditions for my own country.
Carers’ influence on their relative 
Attachment and gene-environment interactions
Attachment style has been found to have a pervasive predisposing effect on the 
development of more specific psychological disorders. (Mickelson et a l, 1997; Cooper 
et al., 1998). Recent models of psychosis implicate earlier experiences with 
significant others and interpersonal traumas in the development and maintenance of 
symptoms of psychosis (Garety et al., 2001). Specifically, Berry et al., (2006) report 
that there are significant associations between insecure attachment and non-clinical 
psychotic phenomena and that positive psychotic phenomena can be associated with 
anxiety in attachment relationships, and social anhedonia with avoidance in 
attachment relationships.
Additionally, in terms of gene-environment interactions, the findings from the 
Finnish Adoptive Family Study of Schizophrenia (Tienari, 1991 ;Tienari et al., 1993; 
Tienari et al., 1994) have suggested that parental communication deviance, can be 
associated with the cause and maintenance of psychosis. Later research findings seem 
to verify this gene-environment interaction (Wahlberg et al., 1997).
Expressed Emotion
However, apart from literature on attachment style and parental communication 
deviance there is also a large body of research focusing on expressed emotion (EE). 
As Kavanagh (1992) reported, symptoms and behaviours exhibited by people 
experiencing psychosis can elicit various emotions among their relatives; frustration.
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distress, concern to name a few which can urge relatives to try to cope through critical 
or over-involved interactions. Many studies have investigated EE, and these studies 
conclude that high EE in carers/relatives predicts an increased relapse rate for people 
given a diagnosis of schizophrenia (Bebbington & Kuipers, 1994; Butzlaff & Hooley, 
1998. However, it should be also noted that some have failed to replicate these 
findings (Kottgen et al., 1984;MacMillan et al., 1986; Parker et al., 1989) (as cited in 
Kuipers, 2006).
However, while the EE concept and its related studies have generated clinically 
significant results, several limitations by Knudson (1998) have been also noted. 
Firstly, relapse rates are usually determined by the presence of positive symptoms 
rather than negative ones therefore relapse rate as an outcome criterion can run the 
risk of neglecting the existence of negative symptoms. Secondly EE is a dichotomous 
measure according to which relatives are rated as either high or low and a 
dichotomous measure of family interaction could be restrictive and might not be able 
to address the complexities of family life. Thirdly, the focus of EE is upon the impact 
relatives have on the person experiencing psychosis while little attention is paid to the 
impact on relatives/carers.
Interventions regarding carers’ influence
Although the link between family and mental illness has been thoroughly 
researched over recent years, the emphasis has been on the effect of relatives' attitudes 
on outcome and course. Consequently the development of interventions has focused 
upon the influence families may have on their relative.
Systematic reviews have established family management as effective in reducing 
relapse in schizophrenia (Mari & Streiner, 1996) (as cited in Barrowclough, 1999). 
These findings led to the development of family interventions endorsed by the 
National Institute of Clinical Excellence (NICE) (Kuipers, 2006). Many concentrate 
on education on the premise that knowledge about the illness, its features, and 
possible causes, helps carers to deal more satisfactorily with the care recipient 
(Anderson, et al., 1986; Birchwood et al., 1992; Tarrier, et al.,1988) (as cited in Bloch 
et al., 1995). Kuipers et al. (2006) state that carer criticism seems to affect care 
recipients mainly by making them anxious, therefore family interventions should
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focus on reducing carer criticism and hence decreasing care recipient’s anxiety and 
improving carer’s self esteem and ability to cope. Certain interventions seek to 
modify social factors thought to influence the course of illness by focusing on the care 
recipient’s clinical status; a notable example is the attempt to reduce high emotional 
expressiveness (EE) in family members, with the goal of preventing relapse (Hatfield, 
1990; Leff, 1994; MacCarthy, et al., 1992) (as cited in Bloch et al, 1995).
Families can and do play a significant role in the recovery efforts of their 
relatives following the onset of a first episode of psychosis or later on. However, 
families also clearly have needs in their ovm right. Several studies in the literature 
demonstrate that family members report and complain of burden and distress, anxiety, 
depression and economic strain (Barrowcloough et al., 1996; Schene etal, 1994 & 
Szmukler, 1996). Therefore, individually tailored programmes are developed. 
Programmes that enhanced coping skills, and although increased care recipients well­
being is considered obviously desirable, it is regarded as secondary to meeting needs 
of the carers themselves (Bloch et al., 1995). These kinds of special programmes are 
going to be mentioned as well later on in this paper, however before discussing these 
interventions; it’s appropriate to examine literature regarding the carer’s well being 
rather than carer’s influence in the course of the care recipient’s condition as we have 
done so thus far.
Burden of care
Increased awareness and shift towards the carer and his or her own needs can be 
seen in some recent studies that address ‘burden’. Burden of care was first identified 
by Grad and Sainsbury as early as 1963. (Wynaden et al., 2007). Dillehay and Sandys 
(1990) define carer burden as “a psychological state that ensues from the 
combination o f the physical work, emotional and social pressure, like the economic 
restriction that arise o f  taking care o f the patients” (as cited in Caqueo-Urizar & 
Gutierrez-Maldonado, 2005). Burden could be seen as the addition of the care giving 
role to already existing family roles (Shene et al, 1990). Burden is distinguished into 
two types: Objective and Subjective. Objective burden involves the disruption to the 
family/household due to the individual’s illness and is usually observable (eg. 
finances, household routines, relationships). Subjective burden involves the 
psychological consequences of the individual’s illness for the family (eg. health
70
problems, distress) (Martens et al., 2001). What should be pointed out however is that, 
as Szmukler (1996) suggests the term ‘burden’ has a negative connotation and 
disproves any positive or rewarding aspects of taking care of an ill family member.
Since burden of care is associated with reduced quality of life and significantly 
impacts on the health and functioning of carers, research, mostly quantitative and far 
less qualitative, has been interested in the psychological well-being of this group. In- 
depth explorations of the experience of carers are sporadic: “To date, most research 
on caring has focused on measuring burden and not in the in depth experience from  
the carer’sperspective. ” (Wyneden, 2007). However, ‘burden’ quantitative studies do 
deserve to be examined and to be given attention in an effort to comprehend the needs 
and the psychological well-being of this particular group of carers from this particular 
perspective.
Personal Reflections
I was impacted by the word burden myself and of its negative connotation. 
Recognizing the intention of understanding the psychological well-being of carers 
behind a term, it feels to me that perhaps this word predisposes and assumes rather 
than recounts.
Relevant psychometric tools
Several scales have been designed to assess the burden of family members. 
Szmukler et al, (1996) developed a self-report measure of the experience of care 
giving for a family member with a serious mental illness, the Experience of 
Caregiving Inventory (ECI), which assesses the subjective experience of caregiving in 
eight areas (difficult behaviour, negative symptoms, stigma, problems with services, 
effects on the family, need to provide back-up, dependency and loss), together with 
two areas of positive experiences of caring (positive personal experiences and positive 
aspects of the relationship).
There is also the Camberwell Family Interview, which assesses how well carers 
get on with the person who has had a recent episode of psychosis and it is rated with
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EE and The COPE Inventory, which is a multidimensional inventory that assesses 
different coping styles (Tenakoon, et al.,2000).
The levels o f distress for families are also usually measured by anxiety and 
depression scales. But since distress can affect the overall well being in terms of 
physical and psychological health, as a result more general scales have been used such 
as the General Health Questionnaire and Psychological General Well-being Schedule.
Martens et al, (2001) supports the use of the ECI reporting that the negative scale 
of it is the strongest predictor of psychological well-being. After examining these 
basic assessment instruments used for studying the psychological well-being of the 
carers, it’s appropriate to explore the use of some of these quantitative studies and 
their outcomes.
Outcomes of Quantitative studies
Tennakoon et al., (2000) in a study regarding carers of people experiencing a first 
episode psychosis, used self report questionnaires such as the General Health 
Questionnaire and the Experience of Caregiving Inventory and reported that 12% of 
the participants were suffering from psychiatric morbidity. Additionally, Wong, 
(2000) in another quantitative study conducted in Hong Kong, reported that carers’ 
difficulties and stresses were related more to the management of negative symptoms 
(refusal to perform household duties, neglect of personal hygiene) and less to positive 
symptoms such as bizarre behaviours and thoughts. Furthermore, in an older study, 
Gopinath and Chaturvedi (1992) found that behaviours associated to low activity and 
poor self-care were again reported by relatives to be more distressing than aggressive 
or ‘psychotic’ behaviours.
Wong, (2000) also reported that perceptions of stress associated with difficulties 
in the care of relatives with schizophrenia accounted for poorer mental health among 
carers. And carers with a stronger sense of personal control had better mental health. 
Winefild and Hurvey (1993) found that turbulent behaviour, aggressiveness, 
recklessness, destructiveness and substance abuse were important contributors to the 
prediction of caregiving distress.
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The impact on physical and mental health is substantial (Creer, Sturt, & Wykes, 
1982; Fadden, Bebbington, & Kuipers, 1987; Gibbons, Horn, Powell, & Gibbons, 
1984). (as cited in Bloch et al., 1995). A survey by the Schizophrenia Fellowship in 
Australia, found that 44% of families surveyed experienced "quite serious physical 
and emotional health problems" (Carey & Leggatt, 1987) (as cited in Bloch et al., 
1995). Additionally, many who take on the caring role are already vulnerable. 
Jablensky et al. (1999) found that 42% of carers were mothers and the role impacted 
on their domestic, social, occupational, and leisure routine. In addition, financial 
security, relationships, mental health, coping and adjustment, and achievement of 
personal goals are affected by caring (Jeon & Madjar 1998).
Oldridge et al., (1992) study however, showed lower prevalence of psychological 
ill health (36%) than have some previous studies, e.g. the Scottish Schizophrenia 
Research Group's (1985) 75%, and Gibbons et al., (1984) 72%. (As cited in Oldridge 
et al., 1992) And this seems to reflect the difference between a sample, as Oldridge et 
al., whole made up of people dealing with long-term distressed care recipients and a 
mixed sample of acute and recent onset cases. However, Oldridge et al., (1992) 
study's prevalence is still around twice than expected in the general population. One 
should not dismiss the importance of the finding that, although some carers are 
finding it hard to cope, a considerable percentage manages to cope with the 
difficulties posed by their relative without experiencing psychological distress. This is 
a more positive outcome than is sometimes implied in discussions about caring for 
people of long-term mental illness. ( Oldbridge 1992)
Types of Carers and differences in relation to the Care recipient
King et al. (1995) identified four main reasons as to why families make a 
commitment to care. These were that families: are obligated to care; are owners of 
their difficulties; should protect vulnerable members; and are self-reliant units. These 
reasons often account for a family’s ongoing commitment to care even when the 
personal cost is considerable.
The key carer is seen as the person who provides the most support to the person in 
need of support, often devoting substantial numbers of hours each day towards taking 
care of the care recipient (Dwyer et al., 1994). In most cases it is the mother who
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takes almost all responsibility for caring for her son or daughter diagnosed with 
schizophrenia. Most of the studies show the mother is the key carer (Bloch et al., 
1995; Cassidy et al.,2001; Jungbauer et a., 2002; Thara et al., 2003). Urizar et al. 
(2006) interestingly suggests that future studies should compare the level of burden in 
the key carer and non-key carer.
The changes parents see in their child can bring unique financial, social and 
emotional burdens (Maurin & Boyd, 1990). Additionally, it can bring tension, 
anxiety, resentment, depression with feelings of hopelessness and powerlessness 
(Seymour & Dawson, 1986; Lefley, 1987) (as cited in Osborne, 2001) and feelings of 
loss and grief, a conceptualization we are going to discuss further down. Usually 
research has mostly concentrated on the parent-child dyad particularly when assessing 
expressed emotion (0sbome,2001). This might be the case because parent-child dyad 
may be linked to the peak age of onset for schizophrenia and because the key carer as 
most studies show, as we discussed before, are mothers. (Osborne, 2001) But how 
about other relationship dyads?
-Siblings
The emotional ties between siblings have been reported to be second in strength 
only to those between chid and parent (Cummings & Smith, 1993). Siblings can play 
a role as attachment figures throughout the separation-individuation process 
(Leichtman, 1985; Graham, 1988) (as cited in Osborne, 2001). Interestingly, it has 
been also reported that older siblings can influence younger siblings’ social and 
cognitive development (Azmitia & Hesser, 1993). Furthermore, it has been also 
suggested that positive behaviours displayed by older siblings such as being 
physically affectionate can lead to high levels of empathy in younger siblings (Tucker 
et al., 1999). So if that is the case then empathy development in the younger sibling 
may be affected if the older brother displays negative symptoms of schizophrenia 
such as apathy and emotional withdrawal.
In a study by Lively et al., (1995) it was reported that mental health problems 
experienced by siblings had an impact on the relationship with the other siblings. 
‘Survivor Guilt’ is a recurrent theme for siblings of people diagnosed with 
schizophrenia (Leff & Vaughn, 1985;Titelman & Psyk, 1991) (as cited in Osborne,
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2001). Fear of the hereditary nature of the condition was also expressed and concerns 
about genetic transmission of the condition to their children (Schultz et al., 1982) (as 
cited in Osborne, 2001). Shame and embarrassment leading to avoidance of public 
appearances (Link & Cullen, 1990) has also been reported. Because of ignored needs, 
not attended by the parents since the attention is focused on the family member 
experiencing the condition, feelings of anger may also appear (Parker, 1993).
-Partners
Spouses or partners may feel less obligation to continue if the relationship is not 
satisfying and may find it easier to relinquish the role of the carer than parents or 
siblings (Hooley, 1985) Rates of separation and divorce have been found to be high in 
couples in which one partner has been diagnosed with schizophrenia (Fadden et al., 
1987) still, even when separation is the outcome, often some continued involvement 
in caring role remains (Mannion et al, 1994). Financial burden, especially if the 
couple has small children, has also been reported (Gibbons et al., 1984) (as cited in 
Osborne, 2001).
Partners whose relationship began prior to the onset, experience grief over the 
loss of the person they once knew. (Miller et al., 1990). The situation may bring about 
important implications for sexual intimacy for the couple. People diagnosed with 
schizophrenia have increased libidinal drive however due to drug therapy there is 
often a decrease in sexual activity (Lehmann, 1986) (as cited in Osborne, 2001). A 
lack of understanding may lead to dissatisfaction on the part of the carer with the 
potentiality of critical comments.
Apart from that, what is also interesting and should be pointed out is studies that 
have shown burden modulation according to the age of the carer. Babarro et al. 
(2004) in a study on carers of people diagnosed with dementia found that older carers 
showed higher burden and they attribute that to the fact that older relatives have 
coexisted during more time with the person and the condition. (As cited in Caqueo- 
Urizar & Gutierrez-Maldonado, 2005).
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-Younger Carers
However, there are also some studies that have found an inverse relation of 
burden with age, as far as psychosis is concerned, with younger carers showing more 
burden because of the deep changes that the family has to go through (Webb et al., 
1998; Kung et al., 2003). Organizations vary in the definition they adopt. Edinburgh 
Young Carers’ Project gives the following definition: ‘'A young carer is a young 
person aged 5-25 whose life is affected by the illness or disability o f someone in his 
or her family. They may provide physical and/or emotional support for that person.'' 
(Banks et al., 2003). There may be between 19, 000 and 51, 000 young carers in 
Britain (Banks et al 2003) who care for relatives who have a physical or learning 
disability, mental health problem, chronic illness or drug or alcohol misuse problem. 
Children and young people who are caring for a parent with mental illness may have 
genuine fears that they may inherit some of the psychological problems experienced 
by their parent. In addition, research indicates that high numbers of young carers go 
on to develop psychological problems in adulthood; this amounted to as many as 75% 
in one small scale study (Frank et al. 1999). Cree et al (2003) study indicates that 
young carers identify significant worries and problems in relation to their well-being, 
and that these come over and above any ‘normal’ adolescent difficulties.
Personal Reflections
The carers I have met in the clinical settings I was practicing in were mostly parents 
and far less siblings. The mental health consumers were mostly single, however the 
few married ones were married to another mental health consumer usually diagnosed 
with psychosis as well. Therefore the dynamics of that relationship perhaps were quite 
different from the ones described above regarding partners and perhaps this is a 
domain that research can also consider.
Other variables modulating the degree of Burden
In these studies (Cook et al., 1994; Guamaccia et a l, 1996; Phelan et a l, 1998;) 
it has been reported that carers with higher levels of education have less burden. This 
is explained by the fact that these persons have a higher knowledge of the disorder 
and of social resources that allow them to obtain a better treatment for the care
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recipient. Cook et al. (1994) suggests that the educational level of the carer would act 
as a ‘buffer’ against the burden. The caregiver’s employment also introduces 
significant differences. Scazufca and Kuipers (1998) report that the relatives who 
have an employment out of home would have less burden. This daily activity out of 
the house allows the caregivers to have a temporal “ disconnection” with their role.
Studies such as Barrowclough & Hooley, (2003); Raune et al, (2004), (as cited 
in Kuipers 2006) support that carers who show high EE would have higher levels of 
‘burden’, stress, depression and avoidant coping style, and lower self esteem. 
Additionally, there is another study (Kuipers & Raune, 2000) that links increased 
burden with high EE. Furthermore, there is a well-established trend for greater burden 
with greater severity of the individual's symptoms (Birchwood & Cochrane, 1991) 
and evidence of increased objective burden with increasing length of illness (Hoenig 
& Hamilton, 1996).
First episode Psychosis
It seems reasonable to hypothesise that, because of the wide diversity of 
symptoms presented at different stages of the illness, the problems posed to relatives 
will also vary. As we have seen so far, carers tend to worry more about negative 
symptoms, (Gopinath and Chaturvedi,1992; Wong, 2000). However this is the case 
basically for carers whose relatives have been experiencing distress for a long period 
of time and medications have assisted over this period of time towards the receding of 
the positive symptoms. However what happens during the onset of this condition for 
carers?
Cook et al., (1994) reports that burden shifts from management of challenging 
behaviour during the early stages, to preoccupation with the effects of negative 
symptoms in later stages. In Tennakoon et al., (2000) study regarding carers of people 
experiencing a first episode psychosis, it was reported that carers worried more about 
difficult behaviours and negative symptoms of their relatives. Difficult behaviour was 
defined as moodiness, unpredictability, irritability, lack of consideration, behaving in 
a restless way, suspiciousness, embarrassing appearances and strange behaviour.
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Therefore aspects of positive symptoms in this study as well, were found to be 
worrisome for the carers.
In a survey (Addington et al., 2003) with relatives of individuals who had 
presented with a first episode of psychosis, it was found that these people were clearly 
experiencing much distress and many difficulties. Although the majority of family 
members had their relative living with them, those who lived separately were equally 
distressed. Moreover, if the ill individual was young or had a young age of onset, this 
was associated with increased levels of distress for families. Interestingly it was their 
appraisal of the impact of the illness rather than the severity of the symptoms of the 
illness that had the greatest impact on their psychological well-being.
Perhaps further research on carers and the impact that positive symptoms have 
on them during these first stages could shed more light. Qualitative pieces of work 
can assist towards that direction. Quantitative research obviously has its advantages 
regarding structure, standardized questionnaires, large samples, potentiality for 
generalizability yet a qualitative method although strongly dependant upon the 
researcher and although it may not provide cause and effect correlation on a broad 
scale, it is an unconstrained method that captures the uniqueness of one’s experience 
something quite valuable when investigating a subject such as this. Particularly if we 
acknowledge the phenomenon of voice hearing, which will be explored at a later stage 
of this review and which is quite unique for every person experiencing it.
Attributions and concerns of carers
Attribution is broadly defined as a common sense explanation for an event 
(Arias & Beach, 1987) (as cited in Provencher & Fincham, 2000). There is some 
evidence to suggest that relatives who consider the causes of problem behaviours to 
be personal to the care recipient and controllable by him or her tend to be more 
critical and/or hostile toward the care recipient (Brewin et al. 1991; Weisman et al. 
1993; Barrowclough et al. 1994). Some authors (Hooley et al. 1987; Lopez & 
Wolkenstein, 1990) have proposed that carers may perceive negative symptom 
behaviours as more volitional and less illness related than positive symptom 
behaviours. Therefore carers can be more preoccupied and concerned with their 
relative’s manifestation of negative symptoms. However, Cook et al., (1994) as
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mentioned before, report that carer concern and distress during the early stages is 
referring to the management of challenging and odd behaviour and that preoccupation 
with the effects of negative symptoms only come in later stages. What that indicates is 
that a first fracture in the carer-care recipient relationship may be often caused by the 
so-called positive symptoms. Perhaps more in depth-explorations on the way carers 
understand and perceive these often idiosyncratic phenomena can be useful so as to 
bring more insight on their impact on carers and on understanding more the 
relationship with the person they care for.
Responses conceptualized as loss
One possible difficulty for relatives may be a perceived Toss’ of cherished roles, 
goals or relationships associated with the distressed family member. The grieving 
process has previously been discussed in relation to living with psychosis (Olshansky, 
1962; Atkinson, 1994; Davis&Schultz, 1998) (as cited in Paterson et al., 2005).
In particular in relation to parent/carer it has been suggested that part of the 
burden for parents of adult children diagnosed with schizophrenia involves dealing 
with feelings of loss and grief (Atkison,1994; Chafetz & Barnes, 1989; Davis & 
Schultz, 1998; MacGregor, 1994; McElroy, 1987; Miller, 1996; Parker, 1993; Ryan, 
1993; Solomon & Draine, 1996) (As cited in Osborne, 2001) .This suggestion arises 
from the idea that with the onset of the symptoms, parents experience a perceived loss 
of the pre-morbid version of their child, a loss of his or her potential (Davis & 
Schultz, 1998; Ryan, 1993) and the loss for aspirations for their child’s future 
(Miller, 1996; Parker, 1993). Miler (1996) coined this loss as ‘psychic loss’, however 
this may not be so simple due to the cyclical nature of the disorder and the periodical 
re-appearances of the child’s ‘former self. Although many studies have looked into 
loss and grief among these parents (Davis & Schultz, 1998; Ryan, 1993), qualitative 
studies regarding psychic loss are rare. However, Osborne, (2001) in an in-depth case 
study analysis of four accounts, explored the above and reported that the perception of 
loss was not consistent among participants. A participant acknowledged loss of pre- 
morbid self and highlighted the controversy of the continued physical presence. 
Indeed the continued presence of the child can make the resolution of grief 
problematic. (Miller, 1996; Parker, 1993).
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Bowlby’s (1980) attachment theory postulates that coercive criticism is a natural 
response to perceived loss, having the aim of re-establishing what has been Tost’, 
such as the pre-existing ‘status quo’ in the relationship. Rather than postulating that 
high EE families are dysfunctional or maladapted, attachment theory suggests that it 
is normal for close relative and parents to express their worries, or even a reflex 
‘affectional’ response, through criticism. This supports Hooley’s view (1986) that 
high EE may be adaptive, and it’s only the low EE response which may in fact be 
unusual when faced with a psychosis. It could be that low EE is reached if there is 
already experience of mental illness within the family, where coercive measures have 
been previously tested and rejected, or perhaps in response to a psychosis that has had 
a long and insidious development, where adaptation within the family has already 
taken place over many months or years during the prodromal phase (Paterson et al., 
2005).
‘Being Consumed* and ‘Seeking Balance’
Proceeding to the investigation of some qualitative studies, what needs to be 
mentioned once again is the fact that they are considerably fewer in comparison with 
the quantitative studies regarding carers of relatives experiencing psychosis. The 
following is an Australian qualitative study (Wydenen et al., 2007) that explores the 
experience of caring for a person diagnosed with a mental illness.
It provides an interesting conceptualization which gives us a unique insight into 
the experience of caring. Their explanation of the experience of caring was developed 
using grounded theory methodology analysing the responses of 27 participants.
So according to this study, when participants began caring, they were consumed 
by the loss of things like established patterns of family life, ability to work, and 
financial security. ‘Being consumed’ included a confusing sense of preoccupation, 
absorption, and engrossment with what was happening to them, their relative, and 
their family. They also reported experiencing threats to their integrity, identity, self­
esteem, and self-equilibrium. Their life goals and dreams were crushed by the 
enormous load placed upon them. Their own well-being was also threatened: 'Things
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got so bad with [son] that I  thought I  am going to jump in front o f the next train. I  
really thought that it was the only solution’ Being consumed consists of two stages: 
‘disruption to established lifestyle’ and ‘sustained threat to self-equilibrium’.
In the first stage, participants’ feelings of being consumed were related to the 
period before their relative was officially diagnosed with a mental illness. Participants 
recognizing that something was wrong became preoccupied with the fact that they did 
not know what was wrong. This preoccupation consumed their time and impacted on 
their ability to meet established obligations and to accomplish their planned life goals.
In the second stage, participants knew of the formal diagnosis. The sustained 
threat occurred for several reasons: the commitment made to care for the relative, 
feelings of grief and loss, the personal cost of caring, the need to manage future crisis 
situations, the need to put the relative’s needs above their own; and the disruption to 
achieving their own life goals. The stage consisted of four aspects: the day-to-day 
caring experience, grief and loss, the personal cost of caring, and being overwhelmed. 
Being overwhelmed was experienced when they became entangled in a crisis 
situation: “ [husband] never hurt the girls or me, only himself. But I  worry that he 
might get up one night and shoot the girls, or shoot me as we have guns. They are 
locked up and he doesn’t know where the key is but I  can’t get rid o f  them, he would 
get mad”.
In an attempt to manage the two-stage problem of being consumed, participants 
engaged in a process called ‘seeking balance’. This process consisted of three phases: 
‘trying to make sense of what was happening’, ‘restoring self-identity’, and ‘reaching 
out to make a difference’. The first phase was prominent before the time when the 
affected relative was diagnosed with a mental disorder. The other two phases occurred 
after participants became aware that their relative had a mental illness.
So, participants move from being consumed to a situation where they had 
obtained balance in their lives and they had developed a sense of mastery, had 
regained their self-identity, felt empowered, and wanted to reach out and even make 
the experience different for new carers. The movement to a state of balance was
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greatly affected by obtaining knowledge, by good communication with health 
professionals and by friends’ and neighbours’ support.
This study, which is one of the few qualitative studies in this field, and this 
theory have the potentiality to be proven helpful to professionals because it gives a 
valuable insight into caring. It validates carer-health professional communication and 
confirms the importance of knowledge, however, this study refers in general to mental 
illness hence posing the question whether we should or need to differentiate between 
different mental disorders when it comes to carers’ experiences.
For instance in a quantitative study by Treasure et al., (2001) where the aim of 
the study was to examine the experience of care giving for people with anorexia 
nervosa and to compare it with the experiences of those people who care for a person 
experiencing psychosis the results are quite striking. Interestingly enough the general 
health scores were significantly higher in the carers of anorexia nervosa and they 
experienced higher levels of difficulties in most areas of care giving. One however 
needs to take under consideration the preliminary nature of this study and the fact that 
the clinical differences between the conditions might have made it difficult to match 
the groups. Although the duration of illness was similar, the anorexic group studied 
were significantly younger and more lived at home. Hence, face-to-face contact rather 
than any specific aspects of the illness may have increased the difficulties, as the 
researchers explain.
Qualitative study on coping
Another qualitative study (Knudson, 1998) was concerned with what aspects 
are more difficult for carers of people with a family member diagnosed with 
schizophrenia to cope with, which coping strategies they used and their effectiveness 
and which resources have been helpful for them in coping with the demands of caring. 
This study reported that negative symptoms were the most troublesome for carers a 
finding which is consistent with surveys on burden, (eg. Wong, 2000). Coping 
strategies were found that were gradually shifting from problem-focused to more 
emotion-focused ways of coping. According to Stroebe & Stroebe (1995) problem- 
focused is directed towards altering the source of stress and emotion-focused towards 
reducing the emotional distress associated with the stressful situation.
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In terms of resources and social support this study found some of its participants 
well supported by their social network and others not willing to seek support. These 
findings are interesting especially if we consider that some past studies have 
suggested that these families may experience a sense of social isolation (Anderson et 
al., 1984; McCreadie et al., 1987). Additionally in terms of support, self-help groups 
where mentioned as an opportunity to meet others with similar experiences. Both 
emotional support (being accepted and understood) and informational support (advice, 
problem-solving) were reported of being provided in these groups. However some 
mentioned the negative consequences of joining them. They reported that it’s an 
overwhelming experience during the initial stages of their relatives’ condition. In 
terms of mental health services, they reported a high level of dissatisfaction that 
mainly focused around a lack of information about the nature, course and behavioural 
management and around a sense of being excluded from the treatment process.
This qualitative study, again one of the few in the field, offers important 
information in terms of recognizing the difficulties that quantitative studies have also 
pointed out, as we have seen. Additionally, the implication for practice should also be 
acknowledged particularly information given regarding support groups.
Shifting our attention and focus specifically towards the so called ‘positive 
symptoms’, which have been understudied in relation to carers’ experience of them, 
the following two sections present interesting relevant research and generate 
stimulating questions.
Shared Psychotic Disorder/ Folie a deux/ Folie a famille
An extreme way of the care recipient influencing a carer, where the positive 
symptoms can be seen as quite influential when combined with specific conditions, 
can be seen below. Shared psychotic disorder, or folie a deux, usually involves two 
people, a ‘dominant’ person (primary patient) and a ‘submissive person’ (patient with 
shared psychosis) (APA, 2000). Most often, the symptoms are delusions, (Wehmeier
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et al., 2003) and 95% of the reported cases (Sadock & Sadock, 2002) involve people 
in the same family with the same psychosocial environment.
What can happen is that the delusions of the ‘dominant’ relative/partner can be 
taken up and acted on by the other ‘submissive’ relative/partner. These people often 
live in an isolated situation with few outside contacts, and the ‘submissive’ 
relative/partner begins to believe and act on the delusional beliefs. It is usually the 
case that when they are separated the ‘Submissive’ relative/partner loses the 
delusional beliefs, while the partner who originated them continues to believe their 
truth (David, 1997; Porter et al., 1993) (as cited in Crowe, 2004).
Crowe (2004) reports however that these situations are rare, and such extreme 
reactions of partners to illness are not usually encountered in clinical practice. 
Altough Oshodi et al., (2005) disagree, explaining that the true population prevalence 
is difficult to assess, if underreporting and under-diagnosis are considered.
Apart from Folie a deux, there is also Folie a famille, which is said to be present 
when more than two members of the same family are involved. Some cases which 
have been reported in the literature even included children. (Mentjox, et al., 1993; 
Dippel et al., 1991). The characteristics of folie a famille usually include: social 
isolation, mutually dependent ambivalent relationships, frequent family crisis, threat 
or presence of violent behaviour in the family, and of course the presence of a family 
member who induces the delusional beliefs (Oshodi et al., 2005).
However, as Reif & Pfuhlmann, (2004) explain. Folie a deux is a psychiatric 
condition that might cause diagnostic problems, especially if the partners are 
consanguineous. So does the carer/partner undergo indeed a “transmitted” delusional 
belief or an independent, endogenous psychosis? In the case of unrelated people 
though, a genetic connection can be ruled out; (Reif & Pfuhlmann 2004) and we 
should also acknowledge that when physical and psychological separation takes place 
the secondary psychosis can recede (Mahgoob & Hossein, 2006).
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Personal reflections
I did not anticipate coming across this body of research, exploring the uncommon 
situation of folie a deux or folie a familie. Nevertheless it is a very interesting, 
although extreme, aspect of the experience and psychological well-being of relatives. 
It made me ponder about the power of the human mind and about how little do we 
know of it. Additionally, it made me contemplate about the family dynamics and 
family structures of families that have as a member a person diagnosed with psychosis 
and I drew upon the examples that I have seen in my practice. Because of the specific 
conditions of overdependence, isolation or abuse this condition struck to me as some 
sort of a ‘survival’ mechanism on behalf of the relatives.
Voice Hearing and Carers
Chadwick et al., (1996) have claimed that the optimal way for approaching 
psychosis would be a symptom specific way rather than seeing psychosis as a whole, 
especially since the positive symptoms have a personal and idiosyncratic nature. 
Apart from unusual beliefs, another characteristic often associated with the experience 
of psychosis and can be part of the so-called positive symptoms is voice hearing. 
Voice hearing has been reported by 70% of people experiencing psychosis (Landmark 
et al., 1990). The relational model of understanding voice hearing (Hayward, 2003; 
Birchwood et al., 2000; 2004; Vaughan & Fowler, 2004) could be of use in 
understanding the importance of the relationship between carer and carer recipient but 
it can also stimulate questions about carers experience towards voice hearing.
In psychiatric terms the phenomenon of voice hearing is generally seen as 
indicative of conditions such as psychosis or schizophrenia but it is also an experience 
shared by many people who never have nor need contact with the psychiatric system. 
(Romme & Escher, 1993). Intriguingly, hearing voices is a different experience for 
each individual (Leudar et al., 1997). Voices differ in terms of the voice hearer’s 
perception of their identity (who they are, whether the hearer recognizes the voice) 
purpose (why and what are they doing) and the control the hearer perceives to have 
over their voices and the control the voices have over them (Romme & Escher, 1993).
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If the aforementioned characteristics do not change, the voice may be thought of as 
having stable identity (Benjamin, 1989). Some voices have names and sometimes the 
hearers is told the voice’s name by the voice; much like a person would introduce 
himself/herself to another (Garret & Silva, 2003).
Many voice hearers describe the identity of their predominant voice as being 
aligned with a person in their social world, for example a family member, friend, 
public figure or even themselves. (Nayani & David, 1996; Leudar et al., 1997; Garrett 
& Silva, 2003). Leudar et al., (1997) found that 64% of voice hearers could categorise 
their predominant voice in these terms. Leudar et al., (1997) also found that voices 
often performed the role of informing or commanding the hearer, voices often 
commented on whether they agree with the hearer’s actions and sometimes told the 
hearer to perform certain actions, eg. “I  had to do exactly what they said. One day 
they even ordered me to kill my stepfather. ” (quote taken from Romme & Escher, 
1993 pg 52). There can also be a two way dialogue between voice and the voice 
hearer (Leudar et al., 1997). These dialogues can be viewed as being similar to 
dialogues that people have with others in their social world. Benjamin (1989) states 
that hearers have “integrated, interpersonally coherent relationships with their 
voice ”.
Birchwood et al., (2000) found that many hearers viewed their voices as being 
higher in power and rank than themselves. And this was associated with subordinate 
behaviour on the part of the hearer. The findings also show that voice hearing 
relationships were similar to social relationships in terms of power and rank. 
Additionally, voice hearers believed themselves to be lower in rank to both the voices 
and other people. This study supports that social relating affects voice relating.
Hayward (2003) and Birchwood et al., (2000) recommended that in order to 
improve the relationship the hearer has with the voice, focus should be put on 
improving the relationship hearers have with people in their social world. 
Additionally, the relationship with the voice could serve as an adaptive function, 
offering an alternative to less satisfactory social relationships (Benjamin, 1989).
Almost all those voice hearers who have learned to live with the experience 
describe the importance of having a friend, partner or relative who listened to them 
accepted them and made them feel safe (Romme & Escher, 1993). A 30year old voice
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hearer states: “Both my parents and my husband came to accept my voices and this 
made my life much easier. My family are more supportive towards me and accept me 
more readily when I  behave differently” (quote taken from Romme & Escher, 1993 
pg.55). How easy is it though for the family/carers? What is the carer’s experience 
regarding his/her relative’s voice hearing experience particularly if we consider this 
link and interaction between the voice and the environment?
Some voice hearers might not want their family involved and aware of their 
voice hearing experience (Carter, 2004). Yet some carers might get more than puzzled 
by it: “The voice told her that her husband would murder her consequently she 
became afraid o f him much to her husband’s confusion, "(quote taken from Romme & 
Escher, 1993 pg.54). The investigation of the above question, of looking into the 
carer’s experience could contribute to a better comprehension not only of the carer’s 
experience but also of carer-care recipient relationship and its possible influence on 
the voice hearing experience.
Personal Reflections
The question I found the literature review and me asking regarding empirical work 
is linked with voice hearing. It is not just a domain that I have found to be 
understudied (the experience of carers regarding their relative’s voice-hearing 
experiences), interestingly enough it has to do with an aspect of human experience 
that fascinates me, an experience that many voice hearers even view as positive. My 
interest in it derives probably from narrations from voice hearers and from the fact of 
voice hearing being a very private and unique occurrence.
Interventions- Implications for practice/counselling psvchology
An Australian study has very rightfully pointed out that in order for the goal of 
current mental health policy, to increase consumer and carer participation to be 
realized, it is crucial that policy-makers cease to view the interests of the two groups 
as synonymous. (Goodwin & Happel, 2006).
A key feature of family interventions has always been to reduce tension and 
improve negotiation, communication and problem-solving (Barrowclough & Tarrier, 
1992; Kuipers et al, 2002) (as cited in Kuipers, 2006) Improving these aspects might
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reduce negative relationships (critical comments and hostility) and subsequently 
improve carer self-esteem, depression and care ‘burden’. This might be the route to 
reducing the stress and burden of caring roles, which have been notably resistant to 
more general interventions (e.g. Barrowclough et al, 1999; Szmukler et al, 2003). 
Difficulties with carer self-esteem and depression, leading to negative evaluations of 
caregiving, might also be improved by interventions based on cognitive-behavioural 
therapy (e.g. Marriott et al, 2000). More targeted approaches in family intervention 
might enable us to improve both carer stress and the outcome of their relative. A 
consideration of the dynamics of grief should play a part in the assessment of carers’ 
needs, particularly at this early stage of adaptation to psychosis. Anger, denial, 
frustration, a ‘search for what has been lost’ and later ‘acceptance’ of the new 
situation are all recognisable as part of the response to loss.
In reference to support and group interventions, it should be noted that Rethink 
offers a range of support mechanisms, including: a service which provides a member 
of staff to spend time with the care recipient for while the carer takes a break, services 
dedicated to black and minority ethnic communities and the Carers' Education and 
Training Programme.
In an era of community care it is central that mental health professionals 
recognise and respond to carers’ needs. The necessity for flexible therapeutic 
approaches and interventions that display sensitivity to the complexity of the demands 
of caring and of the importance of the individual’s unique experience goes without 
saying. And as Bloch et al., (1995) have explained '^‘conflning counselling for carers 
to such traditional dimensions as education or attempts to reduce emotional 
expressiveness denies them the opportunity to deal with other equally relevant 
concerns. ”
Counselling psychologists working with carers should focus on carers 
acknowledging their limits of their ability to change certain aspects of their relative’s 
condition hence focus on their own emotional well-being. Feelings of anger, guilt, 
grief, hopelessness should be worked through in a non-judgemental relationship such 
as the therapeutic.
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Discussion
As we have seen so far, most of the research in the field of carers has been 
quantitative with few qualitative exceptions. Carers are both affected by their 
relatives’ condition and may also have an effect on it as well. And the relationship 
between carer and care recipient can be seen as the determinant for either influence. 
As we have seen both quantitatively and qualitatively caring for a person experiencing 
psychosis is without a doubt a challenging experience, however certain positive 
aspects (empowerment, sense of mastery, involved in policy making) of it, have been 
downplayed, with few exceptions (Wynaden et al., 2007; Oldbridge 1992).
Additionally, as Caqueo-Urizar & Gutierrez-Maldonado, (2005), suggest and 
has been mentioned previously in this paper, future studies should compare the level 
of burden in the key carer and non-key carer. An additional area which is also under­
researched is the experience of the carer and his or her additional challenges when 
more than one family member experiences psychosis.
Further research is also needed to determine the extent of needs and difficulties 
of carers from culturally and linguistically diverse (CALD) backgrounds caring for 
relatives experiencing psychosis. Although studies have recently addressed issues for 
CALD carers of people with a mental illness (e.g., Gorman et al., 2003; Greenwood et 
al., 2000; Kadri et al., 2004), further work is needed on a range of cultural groups and 
psychosis (Rooney et al., 2006).
Positive symptoms may often bring the first fracture in the carer- care recipient 
relationship and yet carers’ in-depth understanding focusing particularly on the so- 
called positive symptoms and how carers are affected by their relatives’ distressing 
experiences of voice hearing and paranoid beliefs, have been understudied. Perhaps 
the studies on Folie a deux can be seen as focusing on the positive symptoms and one 
aspect of its influence, with a particular focus on delusional beliefs.
It’s important to restate and keep in mind that a big majority (70%) of care- 
recipients, of people with psychosis have voice hearing experiences (Landmark et al., 
1990). Therefore, a qualitative study focusing on carers’ in-depth experience, 
understanding and responses of voice hearing could be of use, particularly if we
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additionally acknowledge the literature on the importance of the relationship between 
social environment and voice hearing experience.
Future research could focus particularly in the first episodes of this experience, 
when a lot of confusion about the new situation will be present or in general during an 
active phase of this condition. This exploration could shed light to a poorly researched 
yet important issue.
It can be of use not only to academics, but to mental health professionals and 
psychotherapists attempting to understand the impact of this experience to the life of 
the carer and subsequently to the relationship with his or her relative. Counselling and 
Psychotherapeutic Psychologists who have this particular group of carers as clients, as 
well informed practitioners who adapt and incorporate research findings into their 
practice towards the benefit of their clients, could be benefited by the answering of 
the above question. Psychotherapeutic intervention by being aware of the literature 
regarding the in-depth experiences of carers in relation to their relatives’ experiences 
of voices could gain a potentially useful insight not just for the benefit of the client- 
carer but also for the relationship between carer and care recipient hence benefit both.
Personal Reflections
My faith and persistence for this topic was tested due to vast amounts and 
different domains I thought I had to cover in order to have a quite spherical 
representation on the matter. When it came to writing it, my confusion regarding 
cohesion and structure was puzzling yet in hindsight, I can say that my perseverance 
about the topic and its further exploration through an empirical way remains strong. I 
really look forward to progressing my study to an empirical level so I can converse 
again with some carers and bring forth their view point. Especially since I come from 
a different cultural environment from UK, I would really like to personally see if and 
how differences can be observed when it comes to culture. As my intention is to 
return to my country to practice after qualifying, I would really like to see how 
interventions and advancements in this area can be adjusted to my culture.
Retrospectively, after finishing this review, I can state that I became 
familiarized with many aspects of the topic and I was intrigued for even more aspects
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of it that await further investigation. Nevertheless, I can not claim that I know or that I 
have an in-depth understanding about these experiences because I have never been a 
carer on any situation. However, I have seen people I personally know in caring roles 
in a variety of situations and as I have mentioned before, I have converse with carers 
in clinical settings hence I can assert that I can empathize with their sometimes 
challenging experiences, I admire their strength and resilience but I also acknowledge 
the opportunity for inner search and empowerment that is within their grasp. I hope 
that through empirical research and perhaps clinical practice I can understand more 
about these people’s experiences and inform my future practice and perhaps the 
practice of others.
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Qualitative Research Project 1:
The experience for carers of relatives with psychosis: Carers’ Understanding and 
Responses to voice hearing.
Abstract
In-depth qualitative explorations of carers’ experience are rare, especially 
comprehensive explorations focusing on the understanding and responses of carers 
regarding their relative’s voice hearing experience. The carer-care recipient 
relationship can be seen as influential for the voice hearing experience. Research 
suggests that the understanding and response of the carer regarding voice hearing can 
play a key role in facilitating a recovery process for the relative.
This study aimed to increase insight about the experience of carers regarding their 
relative’s voice hearing experience, how the carer is affected by it, the understanding 
and the responses regarding voice hearing and the influence upon the carer-care 
recipient relationship. It employed semi-structured interviews for data gathering and 
Interpretative Phenomenological Analysis (IPA) as the method of data analysis. Six 
participants were recruited through a carer coordinator and the snowballing technique.
The analysis resulted in a super-ordinate theme titled coming to terms with 
relative’s voice hearing describing and encompassing a psychological process for 
carers. Three sub-themes have assisted in describing and understanding this process: 
shocked with relative’s voice hearing, trying to cope with relative’s voice hearing and 
towards equilibrium regarding the voice hearing experience.
Kev words: Carers, voice hearing, psychosis, carer-care recipient relationship
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Introduction
The move to'svards community care for people who experience long term distress, 
has shifted many of the responsibilities associated with care from the health care 
system to the family (Smitka,1998) (as cited in Wynaden, 2007).
Carers, as defined by Carers UK, are people who "provide unpaid care by looking 
after an ill, frail or disabled family member, friend or partner". Carers of relatives 
experiencing psychosis are exposed to specific changes in the behaviour of their 
relative, these include social withdrawal, unusual experiences, behavioural excesses 
and impaired social performance (Birchwood & Smith, 1987). Voice hearing can be 
considered as one of these unusual experiences for people experiencing psychosis, 
although it has been reported to occur in the general population as well (Romme & 
Escher, 1993).
Carers’ influence on their relative
Research focusing upon carers of relatives experiencing psychosis has been mainly 
with their influence and role regarding the cause and maintanance of psychosis and 
this role has been understood in relational terms. Insecure attachment style 
(Mickelson et al., 1997; Cooper et al., 1998; Berry et al., 2006) and parental 
communication deviance (Wahlberg et al., 1997; Tienari et al., 2004) have been 
reported to be associated with the cause and maintenance of psychosis. Additionally, 
there is a large body of research evidence concluding that high expressed emotion in 
carers predicts an increased relapse rate for people given a diagnosis of schizophrenia 
(Bebbington & Kuipers, 1994; Butzlaff & Hooley, 1998) (as cited in Kuipers, 2006).
Consequently, the development of interventions has focused upon the negative 
influence families may have on their relative. Systematic reviews have established 
family management as effective in reducing relapse in schizophrenia (Mari & 
Streiner, 1996) (as cited in Barrowclough, 1999). Relevant literature states that the 
focus upon education is premised on the suggestion that knowledge about the illness, 
its features, and possible causes, helps carers to deal more satisfactorily with the care 
recipient (Anderson, Reiss, & Hogarty, 1986; Birchwood, Smith, & Cochrane, 1992; 
Cozolino, Goldstein, Nuechterlein, et al., 1988; Tarrier, Barraclough, Vaughn, et al., 
1988) (as cited in Bloch, 1995).
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Shift towards carer’s needs
However an increased awareness and shift towards the carer and his or her own 
needs can be seen in some recent studies. Several studies, mostly quantitative, 
demonstrate that family members report and complain of burden and distress, anxiety, 
depression and economic strain (Barrowclough et al., 1996; Schene et al., 1994 & 
Szmukler, 1996). In addition, relationships, coping and adjustment, and achievement 
of personal goals are affected by caring (Jeon & Madjar 1998). However, one should 
not dismiss the significance of the finding that, although some carers find it difficult 
to cope, a substantial proportion manages to cope with the difficulties posed by their 
relative without suffering from psychological ill-eftects. This is a more positive 
outcome than is sometimes implied in discussions about caring for people who 
experience long-term mental illness (Oldbridge 1992).
Carers’ attributions and concerns
There is some evidence to suggest that carers who consider the causes of problem 
behaviours to be personal to the care recipient and controllable by him or her tend to 
be more critical and/or hostile toward the care recipient (Brewin et al. 1991; Weisman 
et al. 1993; Barrowclough et al. 1994). Some authors (Hooley et al. 1987; Lopez & 
Wolkenstein, 1990) have proposed that carers may perceive negative symptom 
behaviours (refusal to perform household duties, neglect of personal hygiene) as more 
volitional and less related to the illness than positive symptom behaviours (bizarre 
behaviours and thoughts). Hence literature shows that carers can be more preoccupied 
and concerned with their relative’s manifestation of negative symptoms. However, 
Cook et al., (1994) report that carer concern and distress during the early stages is 
referring to the management of challenging and odd behaviour and that preoccupation 
with the effects of negative symptoms only come in later stages.
Rationale for the study
Therefore, since the first fracture in the carer-care recipient relationship is often 
caused by positive symptoms, these were the focus of the presented study and more
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particularly, voice hearing, since it has been reported by 70% of people experiencing 
psychosis (Landmark et al., 1990). After all, as Chadwick et al., (1996) have claimed, 
the optimal way for approaching psychosis would be a symptom specific way rather 
than seeing psychosis as a whole, especially since the positive symptoms have a 
personal and idiosyncratic nature.
In light of all the above, and due to the fact that in-depth explorations of the 
experience of carers are sporadic, “To date, most research on caring has focused on 
measuring burden and not in the in depth experience from the carer’s perspective. ” 
(Wyneden, 2007), and acknowledging the lack of qualitative research regarding the 
exploration of carers’ understanding of voice hearing and how they are affected by 
their relatives’ often distressing experience, this study emphasized voice hearing in 
particular.
Voice Hearing
The standard professional response to voice hearing has been to conceptualise it as 
symptomatic of illness and to prescribe anti-psychotic medication (Leudar & Thomas 
2000). Mental health professionals (Leudar & Thomas 2000) have traditionally been 
trained to reinforce reality with voice hearers and, more specifically, not to attend to 
these experiences (Lyttle 1991) while holding negative assumptions about unusual 
experiences such as voice hearing (Chadwick, 2006; Coffey & Hewitt, 2008; Kingdon 
& Kirschen, 2006),
Alternatively, Romme and Escher (1993) have moved beyond these traditional 
views that are confined in biochemical understandings and view the hearing of voices 
as reflective of the nature of the individual’s relationship with his or her own social 
environment.
A recent qualitative study (Lloret-Andreasson, 2008) exploring the understanding 
of the mental health practitioners’ experience of the therapeutic relationship with 
voice hearers brought forth among other issues, the maintaining perception that voices 
have a negative effect on the hearer, additionally, it highlighted that practitioners 
often try to explain voice hearing as part of the hearer’s inner world. But it also 
brought forth practitioners’ understanding of the voice as an agent, as an ‘other’ who 
they feel is difficult to understand or access.
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The in-depth experience, understanding and responses of the carers to voice 
hearing, which can be understood in these relational terms, is thought to be of use, 
not only in light of the literature for mental health professionals’ understanding of it 
but particularly if we acknowledge the literature on the meaning of these experiences 
for the voice hearers themselves. Carers constitute an integral part of the voice 
hearers’ social environment. Since “voices can be seen to operate like external social 
relationships” (Birchwood et al., 2004) and these relationships are said to mirror 
interactive patterns within the family (Benjamin, 1989) (as cited in Hayward, 2003), it 
would be useful to explore carers’ understanding and responses to the voice since 
these relational considerations put emphasis on the importance of the carer-care 
recipient relationship.
Many voice hearers describe the identity of their predominant voice as being 
aligned with a person in their social world, for example a family member, friend, 
public figure or even themselves. (Nayani & David, 1996; Leudar et al., 1997; Garrett 
& Silva, 2003). Leudar et al., (1997) found that 64% of voice hearers could categorise 
their predominant voice in these terms.
Additionally, Birchwood et al., (2000) found that many hearers viewed their voices 
as being higher in power and rank than themselves. And this was associated with 
subordinate behaviour on the part of the hearer. The findings also show that voice 
hearing relationships were similar to social relationships in terms of power and rank, 
as voice hearers believed themselves to be lower in rank to both the voices and other 
people. This study supports that social relating affects voice relating.
Hayward (2003) and Birchwood et al., (2000) recommended that in order to 
improve the relationship the hearer has with the voice, a focus should be put on 
improving the relationship hearers have with people in their social world. Almost all 
those voice hearers who have learned to live with the experience describe the 
importance of having a friend, partner or relative who listened to them accepted them 
and made them feel safe (Romme & Escher, 1993). A 30year old voice hearer states: 
“Both my parents and my husband came to accept my voices and this made my life 
much easier. My family are more supportive towards me and accept me more readily 
when I  behave differently” (Romme & Escher, 1993 pg. 55).
These strands of research suggest that the understanding and response of the carer 
can play a key role in facilitating a recovery process for their relative.
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Aim, Objectives and Research Question
Therefore, this study aimed to offer an in-depth qualitative investigation of the 
experience of carers regarding their relative’s voice hearing experiences, the 
exploration of their understanding, their responses and how these affect them and the 
relationship with their relative. This investigation’s objective is to contribute to a 
better comprehension not only of the carer’s experience but also of the carer-care 
recipient relationship and its possible influence on the voice hearing experience. This 
objective will be achieved by examining the caring experience from the subjective 
perspectives of carers. Therefore the study asks, what are the experiences of carers 
regarding their relative’s voice hearing experience?
To help answer this research question a qualitative approach has been adopted 
here. The aim of qualitative research as Elliot et al. (1999) postulate is to understand 
and represent the experiences and actions of people as they encounter, engage, and 
live through situations. The subjective experiences of the participants, Elliot et al. 
(1999) explain, can be the main focus of qualitative research, making it appropriate 
for exploratory research such as the presented one, wishing to explore the carers’ 
experiences.
Additionally, in qualitative research, the researcher attempts to develop 
understandings of the phenomena under study, based as much as possible on the 
perspective of those being studied all the while accepting that is impossible to set 
aside one’s own perspective completely. However, the self-reflective attempt to 
‘bracket’ one’s own values and existing theory allows the understanding and 
representation of the participants’ experiences and actions more adequately than 
would be otherwise possible (Elliot et al., 1999).
The method of data collection for this study was semi-structured interviews, since 
it allows both researcher and participant to be engaged in an in-depth dialogue, all the 
while permitting the interviewer to explore important avenues and modify the 
questions in the light of participants’ responses and enabling the interviewer to 
follow-up important topics that may be raised by the participants. Additionally, 
according to Smith and Osborne (2004) this is the ‘exemplary method’ for IP A 
studies such as the one presented.
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The method of data analysis chosen was Interpretative Phenomenological 
Analysis (IPA) (Smith et al., 1999). It is a method particularly suited to understanding 
the lived experiences of an individual (Smith & Osborn, 2003), as this study aimed to 
investigate.
IPA’s aim is to explore in detail how participants are making sense of their 
personal and social world, and as the main currency for an IP A study is the meanings 
particular experiences, events, and states hold for participants (Smith & Eatough, 
2007), it was considered appropriate for exploring the meaning of the carers’ 
experience regarding their relatives’ voice hearing occurrences. The approach is 
phenomenological in that it involves detailed examination of the participant's 
lifeworld; it attempts to explore personal experience and is concerned with an 
individual's personal perception or account of an object or event, as opposed to an 
attempt to produce an objective statement of the object or event itself, (Smith & 
Eatough, 2007) making again this method apt for this particular study, interested in 
the carers’ unique and personal experience. Alternative qualitative approaches such as 
Discourse Analysis which provides a means of ‘analysing the functions of speech 
within conversation’ (Marriott & Thompson, 2008, p. 246), do not offer such a 
dynamic approach which enables a rigorous exploration of subjective experiences and 
generates a greater depth of understanding.
Method
Participants
Eligibility for participation in this study required the participants to be related to a 
person experiencing psychosis that has voice hearing experiences, describing oneself 
as a carer for that person and being willing to talk about the caregiving experience.
Rethinl^ carer coordinators from the Greater London and Surrey area were 
contacted in an effort to assist in recruitment. Their professional contact information 
were public and were obtained through the Rethink website. Through a carer 
coordinator it was possible to contact eligible participants. Due to these initial 
participants the snowball effect was employed for the recruitment of more 
participants.
Information about Rethink can be found on their website: www.rethink.org
107
The total number of eligible participants recruited for this study was six. Six is an 
adequate number for an IP A study (Smith & Eatough, 2007). IP A is also 
characterized by purposive sampling, (Smith & Osborn, 2003) that is, participants 
were invited to take part in the study based on their experiences of being carers. 
Further, participants were also viewed as a homogenous sample which means that 
they all had gone through the experience of caring for someone who hears voices 
(Smith & Osborn, 2003).
Five out of the six participants were women. All of the participants were parents 
to the care recipients. They are all members of carer support groups. They ranged in 
age from 56-69 years old. Their experience as a carer ranged from 3 years to 13 years. 
Five out of six participants live separately from the care recipient. Two participants 
are married to each other. Two participants have followed a mental health 
professional career, (for detailed background information see Appendix 7)
Ethical Considerations
This research has sought and obtained the ethical approval of the University of 
Surrey Ethics Committee (see Appendix 1).
Procedure
The data gathering method was semi-structured interviews as mentioned before. 
The interviews were carried out either at the participants’ places of residence or in 
pre-booked private counselling rooms provided by Rethink. The interviews were 
audio recorded and varied from 53min to Ih 14min in duration. Initial telephone 
screening interviews assisted in determining the participants’ psychological 
robustness, (for screening interview questions see Appendix 2). Prior to the 
interviewing procedure, participants were given information sheets and consent forms 
(Appendix 3 and 4) explaining the aims of the research and emphasizing that they 
could stop the interview and the recording and withdraw without giving a reason. In 
order to minimise consequences regarding potential distress, information about access 
to supporting services was given on a debriefing sheet (Appendix 5) that included 
principal and co-investigator’s contact details. The researcher debriefed the 
participant at the end of the interview. The participants were also contacted a few 
days after the interview to ensure they were not suffering from any prolonged distress.
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Additionally, in terms of ensuring confidentiality, pseudonyms are used and 
digital audio recordings were computer password protected, furthermore, all data will 
be destroyed six months after the completion of the study.
The interview schedule (Appendix 6) was designed based on the literature 
although this is not common practice within IP A research. It aimed to explore areas 
such as the carer’s experience of the relative’s first voice hearing episode, carer’s 
relationship with the care recipient, carer’s understandings of the relative’s voice 
hearing experience and carer’s responses to the relative’s experience.
Analysis
The interviews were transcribed by the researcher and analysed using interpretative 
phenomenological analysis (IPA) (Smith et al., 1999), as mentioned before.
The first step in the analysis involved the researcher repeatedly reading the first 
transcript which resulted in initial notes being made on the left margin of the 
transcript regarding key phrases and processes. After that process had finished, the 
researcher returned to the beginning of the transcript and the right margin was used to 
document emerging theme titles. Here the initial notes were transformed into concise 
phrases, aiming to capture the essential quality of what was found in the text and that 
was continued throughout the whole transcript. This process was repeated with all 
transcripts with care being taken to ensure that these themes were consistent with the 
data. When this process had been repeated with each transcript, the resulting sets of 
the initial themes were examined to identify recurrent patterns across the transcripts in 
order to produce the three sub-themes which describe the final super-ordinate theme. 
Themes were then ordered in such a way as to produce a logical and coherent research 
narrative, (for a list of the analytical order followed during the data analysis see 
Appendix 10)
Credibility of the research
IPA recognises that the process of analysis requires interpretation on the part of the 
researcher therefore it views the analytic outcome as resulting from an interaction 
between participants’ accounts and the researcher’s frameworks of meaning (Smith et 
al., 1999). These interpretative frameworks of the researcher will inevitably have 
influenced what was attended to in the interviews. In the analysis it may also have
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fostered a propensity to note and prioritize certain themes over others through the 
extent to which they seemed subjectively significant.
Such influences may also have affected the extent to which a critical approach was 
taken to certain concepts. However awareness of these difficulties meant that there 
was an attempt to ‘bracket’ (Giorgi, 1985) these preconceived expectations and 
attributions. As part of the credibility procedure, the researcher acknowledges these 
influences in the self-reflective section of this project titled personal reflections.
Furthermore, concerted efforts were made to ensure that the emerging themes and 
interpretations were grounded in and supported by the data. After all, a criterion for 
evaluating qualitative research is the criterion of persuasiveness by ‘grounding in 
examples’ which is applied through an inspection of interpretations and data (Elliot et 
al. 1999) In this study interpretations are supported by quotations^ from the data set in 
an attempt to make the analysis as transparent as possible but also to enable readers to 
assess its persuasiveness for themselves.
Yardley’s principles of sensitivity to context, commitment and rigor, transparency, 
and coherence were also followed while collecting data, carrying out the analysis, and 
writing up the findings. Indicatively, and as Yardley (2000) postulates, providing 
transparency of the relevant aspects of the research process is important in order for 
the reader to evaluate our work, therefore detailed descriptions of the procedures and 
analysis are provided.
Results
Interpretation of the data yielded a super-ordinate theme titled: coming to terms 
with relatives’ voice hearing. This theme describes and encompasses a 
psychological process for the participants that can be seen through the following 
psychological phases/sub-themes : shocked with relative’s voice hearing, trying to 
cope with relative’s voice hearing and towards equilibrium regarding the voice 
hearing experience. This process will be seen through aspects such as the
Empty brackets in quotations indicate where material has been omitted; clarificatory 
information appears within square brackets; and ellipsis points ( . . . )  indicate a pause in the 
flow  o f  participants’ speech.
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participants’ relationship with the voice hearer, the participants’ understanding and 
responses regarding voice hearing, as well as the participants’ emotional world.
Not all participants’ processes of coming to terms are identical, however, the 
participants have explained that their experience is a journey; each participant is on 
his/her own journey with each own destination and these journeys are attempted to be 
seen through the following three sub-themes.
Shocked with relative’s voice hearing
The first sub-theme named shocked with relative’s voice hearing refers to an 
initial, staggering phase of the process of coming to terms, where the participants 
become aware of the voice hearing phenomenon of their relative. Some of the 
participants reported that at this phase of their experience they viewed voice hearing 
as something that can be ‘fixed’, that their relatives can become again as they used to 
be. Ann^ explains:
“Well, initially, you think this is, oh Vm sure this, we can cure this, you know am, 
and then, then, then the various stages, the medication starts to get the old person 
back... ” 0
Additionally, apart from a tendency to believe that the situation can be reversed, 
mostly through medication, most of the participants also experienced a lot of 
resentment and blame towards the mental health professionals who could not reverse 
the situation but also additionally failed in their eyes to explain sufficiently what was 
going on and inform them. Some participants reported being ignored by the 
professionals and that their relative didn’t receive proper attention. Claire, looking 
back at her experience explains today her reasoning behind the anger she felt during 
that phase:
‘7  suppose in one way i t ’s, it was good we had somewhere to channel the anger 
that we felt, so rather than being angry at the fact our daughter was ill, we were 
angry with the professionals for not doing anything to help us deal with it. ”
’ Participants are given pseudonyms in order to protect their confidentiality.
I l l
Indeed, anger has been mentioned a lot regarding this startling phase, as well as 
terror, shock, shame, and stress. And this anger, apart from arguments with 
professionals was also manifested through a lot of arguments with the voice hearer as 
well. All participants described an intense period of constant rows with their relatives 
at the start of their relative’s voice hearing experience. Emma explains an incident 
during the first stages of her relatives experience when all family was involved.
()  “he lost his temper over something ()  I  think he pushed one o f them and 
then the other brother, pushed his sister, and the other brother intervened 
and we couldn 7 actually get in the door because the door was locked” ()
Emma also gives a personal insight into what was happening for her during these 
arguments.
(  )  despair, anger, am, distress, upset, frustration am, pity towards lots o f  
things, towards my son, towards the services, towards my family, just 
towards the situation I  think ”.
Therefore we see that during this startling phase of the participants’ 
experience which the sub-theme shock with relative’s voice hearing describes, 
emotional upheaval, manifested in constant rows with the voice hearer, but also 
in arguments with mental health professionals were present for most participants. 
Additionally, in their effort to support their belief that the situation was 
reversible, that what was happening to the voice hearer but subsequently to them 
as well, could be ‘fixed’, most of them turned their hopes to medication, to 
mental health professionals who were proving in their eyes to be inadequate.
Trying to cope with relative’s voice hearing
The second sub-theme named trying to cope refers to the next phase of the one just 
described. During this phase the participants try to adjust and cope with this new 
situation, they try to negotiate ways of being with the voice hearer and respond to 
him/her. In their effort to cope they seem eager to develop a clear understanding 
regarding the origins, creation and maintenance of their relatives’ voice hearing
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phenomenon. Mary, Ann, Claire and Emma explained that they considered a 
biochemical connection as the cause of voice hearing, from the start of the experience, 
viewing voice hearing as symptomatic of an illness.
()"  i t ’s ju st this awful illness, awful thing that’s happened to your brain. ” [Ann]
Claire even explains how eager she was to have a professional verify her beliefs:
( ) ” I  was battling so hard for her to get recognised, to get her illness recognised (
)  and the Doctor came and said your daughter is psychotically ill and I  said, 
alleluia, at last somebody understands ” ()
Additionally, apart from seeking answers in the biological model of understanding, 
Ann, Mary and Emma, explained that progressively they started viewing the ‘theme’ 
of the voice as related to the social environment, and/or social past and present 
interactions of the voice hearer. So apart from embracing biological explanations, 
these particular participants introduce an environmental, relational component in 
order to reach to a better understanding of the voice as well.
0  “he was am, a twin and I  lost his twin early on in the pregnancy and h e’s always 
been aware o f  this am, so in his mind h e’s, his twin is his other se lf his voice and 
this twin has got a name ” [Emma]
( )  “the voices ( )  teasing him, people make fun o f  him ( )ten years before ( )  he 
kidnapped [name o f son] with somebody else, put him in a car ( )  they push him 
and kind off beat him up ( )  so I  think there is a link, personally, there’s a link 
between what’s happened then and what’s happened later. ” [Mary]
Joan however brings forth a different aspect regarding causation. Joan introduced 
her ideas about her son’s voices being ‘real’. She talked about it extensively.
“I  accept all o f that ( )  who am I  to say that he hasn’t that communication from  
whoever. I  mean what do we know? Even you as a psychologist, you know.., what 
do we know about human brain., and he communicates with Aristotle and with, you  
know, old philosophers and things like that. Thev give him advice and he 
implements it to a degree ( )  [Joan]
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A personification of voices is apparent when Joan uses ‘thev’ instead of possibly 
‘the voice’ or ‘the voices’. She also refers to the voices as '"entities”, “beings” and 
"creatures”. At this point it should also be mentioned that all participants at times 
during the interview personified the voices with words and phrases such as 
“somebody told her”[Ann] giving a sense that voices are perceived as having a sense 
of agency. Joan’s approach to the subject is quite different from the rest of the 
participants from the beginning of her experience, however it’s important to mention 
that, as Joan explains, her openness to her son’s experience stems not only from her 
not knowing but also from wanting to protect her relationship with her son.
‘7  never said I  don’t believe because I  don’t know and also I  want to retain the 
relationship we have, ‘cos Fm the only stable person in his life. ” [Joan]
Apart from being interested in the understanding of voice hearing, the participants 
also reported specific ways of interacting with the voice hearer for the sake of their 
own and their relatives’ psychological well-being, but also for the safeguarding of 
their relationship with the voice hearer as well. Some participants talked about trying 
to get their relatives’ attention away from the voice. In the following segment Claire 
reveals using distractions because she wanted to prevent any negative consequences, 
in a way she competes with the voice for her daughter’s attention.
“I  can remember tram journeys talking non-stop to her to distract her, getting her 
to look at me, rather than other people ( )  I  don’t know if  when she was staring she 
was hearing voices, I  don’t know, but I  was afraid she was and that she might react 
to them. I  was afraid someone might object to being stared at. ”
Apart from distractions provided by the carer towards the hearer, there were also 
reported distractions created by some of the carers for their own benefit, so they could 
disengage from the experience, the situation they had to face at times.
“Fm talking like five or six years ago, i f  she was at home which is upstairs 
or whatever, Fd have noise all the time because I  didn’t want to hear her, 
you know, it was the only way I  could deal with it. Fd have the radio on” ()  
[Ann]
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Additionally, apart from specific distractions, alliances were also created towards 
the benefit of the voice hearer as it was reported by some participants. The following 
two segments illustrate two different types of alliances, a parent-child alliance against 
the sayings of the voice and a parent-mental health professional one.
Mary goes along with her son’s experience and forges an alliance with her son so 
he can accomplish what he wants, so they go against the voice so as for the voice to 
fail.
( )  “we had to be with him all the time and then he said he wanted to go to church (
)  because they said he was evil and ah, so we went to church ( )  on the way to 
church say, they’re telling me I ’m not going to get there, I ’m not going to get there, 
and I  said yes, o f course you are I ’ll make certain ’’ [Mary]
Ann and her husband not only did they do this but they also allied with a mental 
health professional in an intervention in order to go against what the voice was saying 
and to change their daughter’s actions.
( ) ’’she ’d stopped going to her am, running group because she ’d heard 
somebody say am, you’ve gotta leave ( )  we went to see the Psychiatrist, my 
husband said am, when the Psychiatrist said, you know, to us have we got 
any, anything to say and he said am, well, we ’re, you know, a bit worried 
because [name o f daughter] hasn’t been going to [running group’s name].
O ff course she didn’t like him saying that ( )  He [the psychiatrist] sort o f 
investigated that and he said I, I  really can’t believe they said that, I  think 
you must have misheard or whatever ” () [Ann]
Therefore, during this phase the participants were found trying to understand what 
was happening. Additionally, the participants were also trying out ways of creating 
possible change towards the situation they and their relative’s were experiencing, with 
the exception of Joan, who brought forth a unique and different stance regarding voice 
hearing. However a final point worth of mentioning regarding this phase is what Mary
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explained. She reported thinking it’s easy to get "drawn into?' your relative’s 
experience.
“There was an incident with this woman just stopping in jront o f the house ( ) 
facing the window eating a sandwich which was very strange ()  and he [her son] 
said she is one of them () you start wondering, you start doubting. () you have to 
be careful not to get drawn into it because you could just easily get drawn into it. " 
[Mary]
Towards equilibrium regarding the voice hearing experience
The final sub-theme refers to the final phase of the process described by the super­
ordinate theme coming to terms with relatives’ voice hearing. This sub-theme deals 
with the participants’ sense of inner balance, their personal, subjective equilibrium 
regarding their experience that works and adapts to their own personal way of being 
but also their outer balance as well in regards to the way they relate with their relative. 
All the participants mentioned that arguments still exist; however there is a less 
argumentative way of being. For instance, Emma mentions that the situation is 
presently different for her.
(  )  “I  ju s t  take it with a pinch o f  salt, i t ’s  ju s t  [nam e o f  son], i t ’s  ju s t  the w ay  
he is ”.
Mary explains that arguments still exist but she downplays their importance or 
effect.
( ) “we get upset and might shout at him and ah, he might shout back and but it 
doesn’t last, there’s no, we’re the kind of people who have got the Latin 
temperament but it’s always over and that’s it, no sulking, we don’t, we don’t sulk 
and he doesn’t either. ” [Mary]
Ann, Joan, Claire, Ronny, Emma have explained that spending less time with their 
relative has been perceived as beneficial for their relationship now in comparison to 
the beginning when they lived together.
()  “I ’m the only person that, you know, he can really communicate properly with 
and as we don’t live together it’s much, much easier. ” [Joan]
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“I  know that I  couldn’t have him living here so I  probably, i f  he was, Fm 
sure my relationship with him would suffer because now, because he \s not in 
my face 24/7, Fve probably got more patience with him". [Emma]
Therefore an aspect of influence which is given by most of the participants 
regarding the improvement of the relationship and perhaps of arguments of less 
impact is less frequent contact.
Additionally, Ann, Mary and Emma also mentioned feeling the need to go along 
with what their relative is saying and experiencing. Ann gives the following words for 
this situation: "ritual”, “bit o f  a game ”, and "the way we live ”. Emma explains:
( ) ”Well Fve kind o f just gone along with it am, I  don’t believe it but Fve 
gone along”
Hence, apart from less frequent contact, another aspect that can bring some 
tranquillity and improvement of the relationship the participant has with the voice 
hearer is seen to be a sense of going along with what the voice hearer experiences. 
However Claire, in her own journey of her experience, in her own way of reaching 
her own balance, brings another aspect into the fore, explaining that she finds herself 
needing to lie to her daughter in order to protect her, to protect their relationship. The 
following segment of her interview is quite revealing.
“I  lie to her, to protect her. That’s the best way I  can put it. She has no idea o f my 
involvement ah, with mental health activities. She has no idea I  go to the Carers 
Group. She has no idea Fm a co-trainer and o f course, she has no idea what was 
the subject o f my dissertation so I  lie to her, because I  protect her because I  know 
that it would make her angry, upset because she doesn’t think she needs a carer.
She doesn’t think sh e’s ill, but she has no insight into her illness, and it would 
affect our relationship and she needs me, so that’s why H ie to her. ”
Additionally, in terms of Ronny’s (husband to Claire) personal journey, and 
coming to terms with the experience, and in contrast to the others, he has talked about
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how he has “sacrificed” his relationship with his daughter for her own benefit, so that 
Claire could maintain her relationship with their daughter. It appears that the couple 
operates as a system towards the perceived benefit of their daughter. Claire explains:
( )  “we will hear her having a conversation with one o f the voices ( )  we suspect 
that she has stopped taking her medication and so we spy. My husband goes round 
to the fla t when sh e’s not there and looks in the fridge where she keeps her tablets 
and in the bin where she throws them am, and we report it to her Key Worker. ”
“I ’m the bad guy I  don’t mind. ( )  Because the end result is good. No, no i t ’s, her 
relationship with my wife is, is good am, and [Claire] has always been able to 
broach things more easily than myself. ” [Ronny]
And this is that couple’s particular way of coping, dealing, accepting their situation 
and experience.
What has been mentioned so far about this sub-theme refers to an outer 
equilibrium, to an effort of the carer to improve things with the voice hearer through 
different ways such as living separately, taking things with “a pinch of salt”, “going 
along”, perceiving the interaction with the voice hearer as a “ritual” or a “game”, 
trying to conceal information from the voice hearer or even having a married couple 
engaging as a system in a good cop/bad cop game with the voice hearer so that one 
relationship can be sacrificed so that the other relationship can be preserved.
The following, however refers to a personal inner sense of balance. Claire and 
Emma, both housewives before their relatives’ voice hearing experience, are now 
Mental Health professionals. Claire has gained a relevant MSc and Emma is a 
practicing counsellor. Both describe their experience with their relatives as a stepping 
stone towards this professional turn in their life and they also explain what they have 
gained from this.
( )  “I  also became very involved in local mental health am, activities and that was 
very cathartic for me. And I ’m a co-trainer on the [a  carers training programme] (
)  I  came across this course when I  was doing my Masters Dissertation, which was
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around the need fo r mental health carers to be educated for their role as mental 
health carers. ” [Claire]
( ) ” I ’m actually a counsellor now myself (  )  [name o f son ]  was quite ill, and ah, 
prior to that I  don’t know probably about my lowest ebb so I  went to counselling 
myself then and ah, after that I  decided that am, that’s when I  would be a, a 
counsellor!)  I ’ve been in ongoing personal therapy so I  guess that’s my way o f  
dealing with any ups and downs that I  have with [name o f son ]  ” [Emma]
Therefore, their way of achieving their personal equilibrium is through embracing a 
professional caring aspect as well, apart from their informal one.
Another described journey towards seeking balance is that of Joan’s. Joan had, as 
mentioned before in the sub-theme: trying to cope with relative’s voice hearing, quite 
a unique view on this experience right from the start, she explained embracing her 
relative’s voice hearing experience with openness for the possibility to be ‘real’. But 
she also goes one step forward from that and views voice hearing as having a specific 
positive outcome, sharing the following:
( )  “he communicates with his entities or people who are not around anymore, and 
fo r him that’s some kind o f a comfort, I  think. H e’s not on his own, that that’s how 
I  see i t” 0
Joan explains that there is a lot of honesty and transparency between her and her 
son, she reports that her son feels free and often gives her details of his experience.
( )  “he will tell me usually what happens. ( ) these creatures started coming and 
telling him things but in the beginning it was much more aggressive and negative.
Now they seem to become much nicer. ( ) [  Joan]
Joan’s relationship with her son as she explains, has allowed for a more open 
communication channel with him. Her own acceptance and openness to her son’s 
experience, the subsequent transparency in their relationship and her thinking that 
voices can actually provide company to him brought her to her own equilibrium.
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Claire has also spoken about her own ‘acceptance’ through her own journey and 
sums up the journey of her own experience.
(  )  “so yes, the confusion, the distress and I  feel really sorry when I  meet carers 
who are at the beginning o f this journey, ‘cos that’s what it is, a journey and I  
know what they’ve still got to go through. They’ve got all o f  these horrible 
experiences to go to, to go through before there’s some kind o f resolution, 
acceptance” ()  [Claire]
Discussion
It could be useful at this point to remind the reader of what this study set out to 
ask. The study asked what are the experiences of carers regarding their relative’s 
voice hearing experience. The answer is that this is seen as a process which the theme 
coming to terms with relative’s voice hearing describes. Each of the participants 
experiences a unique process yet with some similar challenging phases including 
upheaval with the voice hearer and the professionals, later on, trying to cope, trying to 
structure a way of being within this experience and finally, to organise for themselves 
an internal and external structure of balance.
Claire and Emma were drawn into becoming formal carers as well, studying and 
practicing within the field of mental health, reporting it to be cathartic. Joan has talked 
about reaching acceptance derived from displaying openness to the voice hearing 
experience and transparency within the carer-care recipient relationship. Mary and 
Ann have to go along with their relative’s voice hearing outputs in order to sustain 
balance. Ronny decided to ‘sacrifice’ his relationship with his daughter for the 
benefit, as he explained, in the long run of his daughter and that was his own sense of 
conclusion.
What the ‘trying to cope with relative’s voice hearing experience’ sub-theme 
brings forth is that most of the participants’ conceptualisations moved through time 
from reductionism, from confining their understanding of their relative’s experience 
to a one dimensional biological approach, to a more holistic understanding 
incorporating a relational framework of understanding voice hearing according to 
which the hearing of voices is seen as a reflection of the nature of the individual’s
120
relationship with his or her own social environment. (Hayward (2003), Birchwood et 
al. (2000; 2004), Vaughan & Fowler (2004). Therefore, these participants have 
integrated the importance of the social environment of their relative and the 
biochemical aspects of the phenomenon. Such a conclusion can bring interesting 
results with regards to the relationship between carer-care recipient since the carer is 
part of that influential social environment. Examining their relationship with the voice 
hearer we observe a shift from arguments at the first stages to a less argumentative 
way of being later on, all the while taking under strong consideration the influence 
and the changes of living separately as described by the participants.
One possible influence upon the participants’ making sense of the experience is 
their common membership of a carer information and support group. The value of 
peer self-help groups has being recognised (Heller et al., 1997). For the participants 
these groups seem to be helpful in the sense that they have facilitated their process of 
coming to terms through the sharing of experiences and through training programmes, 
providing systematized information, education, and training in coping strategies. 
However it goes without saying that the effort of constantly improving and updating 
carer education programmes needs to be continuous.
Additionally, the sub-theme towards equilibrium regarding the voice hearing 
experience brought forth that two of the participants have become formal carers as 
well; their contact with this experience has given them a different professional 
identity along with the accompanying knowledge. These two participants also talked 
about personal therapy which also may have contributed towards the experience they 
have described. Claire and Emma deem this change as useful and positive for their 
own well-being, and one may wonder whether the benefits for this step involved an 
improvement in their relationship with their relative as well. Interestingly, both Emma 
and Claire describe still having a 'difficult' relationship with their relative with Claire 
especially describing situations of lying and spying in order to maintain the 
relationship. A need is highlighted for further research that can explore these dual 
roles, and the influence of this personal experience in professionally dealing with 
client groups such as carers and hearers, all the while acknowledging the literature on 
the understandings of formal carers.
An indicative example is the aforementioned qualitative study of Lloret- 
Andreasson (2008) exploring formal carers’ perspective providing useful insight into 
their experience. Interestingly, in both Lloret-Andreasson’s study and the one this
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paper presents participants expressed some relational conceptual attitudes about the 
voice, additionally both sets of participants described the voice as having a sense of 
agency, moreover, participants from both studies brought forth the notion that voices 
have a negative effect on the hearer. Exception to the last highlighted point is Joan’s 
unique perspective on the voice hearing experience. Mental Health Professionals such 
as Counselling Psychologists need to be aware of their own meaning making 
framework and its influence before they display the necessary non-judgemental 
openness to alternative or even the same conceptualisations and assist carers in their 
journey.
Joan brings forth a mother’s unique journey into openness and acceptance, seeing 
positive aspect on voice hearing, mentioning that voices enrich her son’s social 
environment, offering new alternative relationships to him. This corresponds with 
what Benjamin (1989) explains, that the relationship with the voice could serve as an 
adaptive function, offering an alternative to less satisfactory social relationships.
Joan has talked about the transparent and good relationship she shares with her son 
and Hayward (2003) and Birchwood et al., (2000) have emphasised the importance 
and improvement this can have for the voice hearing experience of the hearer. 
However it should be acknowledged perhaps that there may be a fine line, a delicate 
balance between being open and accepting to someone else’s experience and to what 
Mary described as being drawn into the voice hearer’s personal experience and the 
subjective world surrounding it. Perhaps further research can shed more light into this 
matter exploring these perhaps elusive boundaries.
Interestingly, parallels can be drawn between the carers’ process of coming to 
terms with their experience and with the process of coming to terms with loss. 
Feelings of loss and grief have been previously discussed within a broader context of 
parents of people with psychosis (Olshansky, 1962; Atkinson, 1994; Davis & Schultz, 
1998) (as cited in Paterson et al., 2005) and Miller (1996) has coined this experience 
as ‘psychic loss’. Parkes (1975) phases of grief: shock, separation and pain, despair, 
acceptance, resolution and reorganisation offer interesting comparisons to the 
experience of this study’s participants since their process involves shock, distress, a 
period of reorganization and acceptance. Perhaps the loss of a past status quo with 
their relative, with their relationship, the loss of possible aspirations the parents had, 
can contribute to understanding this parallel process better. Counselling psychologists 
and generally mental health professionals who work therapeutically within such
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contexts with carers need to provide the facilitating environment for such a journey 
and to assist in the assimilation of what is lost, which is a pivotal part of grief work 
(Marris, 1986) in order to enable them to detach from the old and to engage in a new 
relationship with the new. (Raphael & Nunn, 1988).
Furthermore, there is another parallel process deserving some attention. There 
seem to be similarities between the process of coming to terms for this study’s carers 
and the voice hearers’ process. Romme and Escher, (1993) describe a 3-phase process 
for voice hearers, starting with the startling phase, an introductory, frightening and 
confusing stage when voices are introduced, the organisation phase of structure and of 
trying out different strategies in order to cope with voices and finally the stabilization 
phase, where some sort of balance can be found for voice hearers. One may think that 
such a similarity is to be expected since the common denominator is voice hearing, a 
phenomenon that perhaps requires a lengthy process to come in terms with; however 
one can also think that it may also bring useful insight to Counselling psychologists 
and generally to mental health professionals who work therapeutically with carers in 
terms of trying to offer the reflective space to process their experience and allow them 
to explore their own understandings, their own emotions offering them support and 
acceptance. Additionally to provide them with the appropriate information regarding 
coping patterns and help them reach their own resolution. Finally carers who 
experience such process, by being aware that it shares similarities with the coming to 
terms process of their relatives, may empathise more with their relative’s experience. 
This has the potentiality to improve the relationship with the hearer for the benefit of 
both.
In terms of limitations for the presented study, what should be acknowledged is 
that the participants were involved, as mentioned before, in carers groups hence the 
sample consists of carers who sought and received this type of support and does not 
include people who are not aware of these groups or who haven’t been given any 
information by any means. Their experience and their understandings deserve an in- 
depth exploration as well.
The results of the presented study cannot be generalised nor infer causal 
connections, however they do depict lived experiences and through their exploration, 
more insight is generated regarding carers experience of relative’s voice hearing. 
Additionally interesting parallels are drawn between the psychological process that 
carers and voice hearers go through regarding voices. Finally, the process of coming
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to terms for carers points out some similarities with the process of coming to terms 
with loss.
This study’s discussed outcomes can offer insight to academics, to mental health 
professionals and psychotherapists attempting to understand the importance of voice 
hearing for the lives of carers. The need for a flexible therapeutic approach that 
displays sensitivity to the complexity of the demands of caring and to the importance 
of the individual’s unique experience goes without saying. And as Bloch et al., (1995) 
have explained "confining counselling for carers to such traditional dimensions as 
education or attempts to reduce emotional expressiveness denies them the opportunity 
to deal with other equally relevant concerns. ” Since relational aspects are important 
to voice hearing, systemic and family interventions can be proven helpful, paying 
attention to the diverse needs of all members. Summing up. Counselling 
Psychologists and other professionals need to be the facilitators of the carers’ journey, 
offering them the containing environment to process grief and the reflective space 
which will allow the exploration of the carers’ personal understanding of the voice 
hearing phenomenon, all the while being aware of their own meaning making 
frameworks. Counselling Psychologists should offer not only information on coping 
but the necessarily non-judgemental acceptance and support so that carers can reach 
their own personal resolutions.
Counselling and Psychotherapeutic Psychologists who have this particular group 
of carers as clients, as well informed practitioners who adapt and incorporate research 
findings into their practice towards the benefit of their clients can enrich their 
knowledge by pondering on the highlighted issues their expressed implication for 
practice and the recommended potential future research endeavours.
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Personal Reflections
Through last year’s literature review, I was given the opportunity to familiarize 
myself with pieces of work regarding carers of people experiencing psychosis, their 
needs, their psychological well-being and through it to ponder on some issues 
deserving further investigation. That experience was thought-provoking for me, 
however doing some field work this year and engaging with participants was quite 
different in the sense that I was no longer an observer. I had to take an energetic role 
and try to transform a research idea into an applicable reality with all the involving 
challenges. This year’s endeavor was ready to give me challenges but also excitement.
This research endeavor is inescapably shaped by my personal interests, and 
experiences. Doing this research and writing the report about it has given me the 
opportunity to explore two separate fields I find particularly interesting and to 
investigate the interaction, carers and voice hearing.
I can personally relate with some of the helping qualities and responsibilities of 
the task of caring through my own experiences, as a person who always has been a 
‘helper’ for others, of my immediate family surrounding, in several capacities. Yet, 
this specific group of carers is of particular interest to me due to my previous clinical 
experience. I was mainly involved in psychoeducational programmes for people 
experiencing psychosis; however I had the chance to know and have discussions with 
relatives of my clients as well. Through my conversations with them back then, I 
began to see their side of the coin. Through listening to their experiences, their 
anxieties and worries I admired the role they had to play for the sake of their relative, 
sacrificing some times their own aspirations, or finding a new personal cause, a 
purpose which motivates them into reaching and helping others in similar situations.
When I think of my clinical experience with people experiencing psychosis, my 
first associations have to do with the so called positive symptoms and my mind goes 
to my first impression when I first witnessed them with my clients. Hearing voices is 
such a unique subjective experience which always intrigued me. I think voice hearing 
has captivated my interest because, to my conceptual frameworks, it can sometimes 
borderline with what is considered unknown, especially when acknowledging the fact 
that voice hearing is observed in non clinical populations as well. Unknown for me is
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not mystical but something we can’t really understand and explain yet. When I first 
observed it, it appeared to me a mystifying experience yet I consider myself rational 
and at times quite a conventional person, so explanations out of the realm of 
psychology sounded quite bizarre to me. I was and I still am less open than I care to 
admit. Being aware where I stand regarding voice hearing was important for 
implementing my research and trying to adopt an as much as possible neutral 
researcher’s stance was crucial for the interviewing procedures and for the 
interpretation of the data.
Being given the opportunity to explore the carers’ attitudes and perspectives, the 
way they come to terms with it, was an experience of immense interest to me that 
filled me with excitement. I really am grateful for the people that opened up to me and 
shared parts of their private lives and thoughts, and I am also grateful to the carer 
coordinator who helped in the recruiting of my participants and the organization she 
represents. It was surprising to me to experience such willingness and cooperation 
from the people and the organization in general. Each life story, each life journey 
from each participant was a step closer to my goal of gaining more insight and 
understanding. Through their narrations I found myself empathizing with distressing 
situations but also admiring their long journey all the while maintaining my 
researcher’s stance. Many of their experiences reminded me of narrations and stories I 
had heard before from carers during my previous clinical experience in Greece. It 
made me think that whichever cultural differences I stereotypically hold to be true; 
there are perhaps universal commonalities, especially when it comes to a parent-child 
interaction.
My close contact with the data was a more moving experience than I expected. The 
more I familiarized myself with them the more I was gaining access into their lives 
and I began to put the pieces together all the while trying to adopt an objective, 
neutral stance that would allow me not to be judgmental, not to deem some data less 
important than other and not to prioritize certain themes over others. However I do 
recognize that this is without a doubt a subjective process that engages my own 
conceptual frameworks of understanding, giving me some interpretational freedom 
and exactly because of that my feelings of responsibility were a constant companion.
Apart from the field work and the analysis, I had to bring everything together in my 
report, engage in a discussion and try to ponder on the research outcomes. I think that 
was the greatest challenge for me in this endeavor. Trying to bracket the potential
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influence I might have had with the data during the analysis was intricate, however 
condensing a work of several months to some pages, to a specific number of words 
was more challenging. None the less I do believe that this challenge is educational on 
its own.
I have concluded this piece of research feeling tired but proud of myself, not 
because I arrogantly think that I offer more to this research domain than I do, but 
because I think my personal investment into this project has brought forth so much for 
me and my personal and professional growth . Through this educational and training 
opportunity I familiarized myself with relevant literature, I was given the chance to 
actualize my research idea but I was also given an introspective and reflective chance 
within an area of fascination for me, voice hearing.
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Appendix 2
Screening Interview Questions
Thank you for showing an interest in this study.
Would it be possible to ask you some introductory general questions about you and 
your relative to see if you can participate in this study?
-Is your relative hearing voices?
-Would you describe yourself as a carer to the person that experiences voice hearing?
- Have you spoken about your experience as a carer before?
- Have you spoken about your experience regarding your relative’s voice hearing 
experience before?
If yes: -How do you find talking about this?
If no: -How do you think would be talking about this
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Appendix 3
UNIVERSITY OF
SURREY
School of Arts and Human Sciences, Psychology 
PsychD Psychotherapeutic and Counselling Psychology
Title of the study: The Experience for carers of relatives with psychosis:
Carers’ Understanding and Responses to voice hearing.
Researcher: Maria Makridaki,
Supervisors: Dr. Dora Brown and Dr. Mark Hayward
Information Sheet
This study is conducted in partial fulfilment of the PsychD programme in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. It aims to 
explore the experience of carers regarding their relative’s voice hearing experiences, 
exploring their understanding, their responses and how these affect them and the 
relationship with their relative. Psychotherapeutic interventions conducted with an 
awareness of such experiences can potentially benefit the carer but also the 
relationship between carer and care recipient.
Participating in the study will involve taking part in an interview of approximately 
one hour. The interview will be audio-recorded and transcribed by the interviewing 
researcher. The audio-recording and the transcript will be used solely for the purposes 
above. To preserve your anonymity, your name and any other potentially identifying 
details will be changed. The audio recording and the transcript will be destroyed six 
months after the end of the study.
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However talking about your personal experiences may perhaps bring forth 
distressing memories for you therefore we will provide you with relevant information 
about access to supporting services. Additionally, your participation in this study is 
voluntary, you may decline to answer a question, modify your contribution or 
withdraw from the study at any time. You may also request at any time for your 
transcript and recordings to be destroyed.
Please ask any more questions you may have.
Further questions or concerns
If you have any further questions or concerns, please contact:
Maria Makridaki: m.makridaki@surrev.ac.uk 
Dora Brown: Dora.Brown@surrey.ac.uk 
Mark Hayward: M.Hayward@surrev.ac.uk 
Telephone number: 01483 689176
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Appendix 4
UNIVERSITY OF
SURREY
School of Arts and Human Sciences, Psychology 
PsychD Psychotherapeutic and Counselling Psychology
Title of the study: The Experience for carers of relatives with psychosis:
Carers’ Understanding and Responses to voice hearing.
Researcher: Maria Makridaki,
Supervisors: Dr. Dora Brown and Dr. Mark Hayward
Consent Form
This study is conducted in partial fulfilment of the PsychD programme in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. It aims to 
explore the experience of carers regarding their relative’s voice hearing experiences, 
exploring their understanding, their responses and how these affect them and the 
relationship with their relative.
Please read the following paragraph and if you are in agreement sign below.
I voluntarily agree to participate in this study exploring the experience for carers of 
relatives with psychosis. I have read and understood the information sheet and 
consent form provided to me and I consent to take part in this study understanding 
that I may withhold consent now or at any later time during this study. I also consent 
to an audio-recording and to the transcription of the recording for the purpose of the 
research.
Name of participant : (Printed)
D ate:............................................   Signature
Name of researcher: (Printed)
D ate:......................................................Signature
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Appendix 5 U N IVER SITY  O F
SURREY
School of Arts and Human Sciences, Psychology 
PsychD Psychotherapeutic and Counselling Psychology
Title of the study:
Researcher:
Supervisors:
The Experience for carers of relatives with psychosis: 
Carers’ Understanding and Responses to voice hearing.
Maria Makridaki,
Dr. Dora Brown and Dr. Mark Hayward
Debriefing Sheet
Thank you for participating in this study.
Please can we arrange a phone conversation in a few days time to discuss how the 
interview has affected you?
Please do not hesitate to contact us if you have any questions about your participation 
within the study.
Contact details:
Maria Makridaki: m.makridaki@surrev.ac.uk 
Dora Brown: Dora.Brown@surrev.ac.uk 
Mark Hayward: M.Havward@surrev.ac.uk 
Telephone number: 01483 689176
If you have experienced any distress as a result of the interview you may wish to seek 
support through your normal support channels (GP, local support group and 
counselling services)
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The support provided by the following organizations has proven useful when carers 
have experienced distress. Please do not hesitate to contact the following 
organizations for advice and support:
Samaritans
Confidential support for people experiencing feelings of distress or despair. 
Phone: 08457 90 90 90 (24-hour helpline)
Website: www.samaritans.org.uk
Rethink Guildford Carers’ Group
The Ludlow Road Resource Centre 
Ludlow Road, Guildford 
Surrey GU2 7NR 
Telephone: 01483 451010
Carers UK
20-25 Glasshouse Yard, London ECl A 4JT 
carers’ line: 0808 808 7777 web: www.carersuk.org
The Princess Royal Trust for Carers
tel. 0844 800 4361 web: www.carers.org
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Appendix 6
INTERVIEW SCHEDULE
Thank you for participating in this study, (verbally summarizing the information 
given in the information sheet including reminding the participant that the anonymity 
will be preserved and that she or he can withdraw at any moment and she or he may 
refuse to answer any question.
Demographic information
Are you: Male  Female.
The person you care for is: Male  Female......
Your age :.......
Age of the person you care for:,
Which of the following ethnic groups would you say you and the person you care for 
belong to?
You The person you care for
Black-African ------ ------
Black-Caribbean ------ ------
Black-Other ------ ------
Chinese ------ ------
Bangladeshi ------ ------
Indian-------------------------------------- ------
Pakistani ------ ------
White-British ------ ------
White-Other ------ ------
Other (please specify:.................................. .......................................
What is your relation to him/her?..................................................
Do you live separately?  if yes then: How often to you see
him/her?..................
Do you live together?......
For how long would you say you have been a carer to this person?. 
Educational level? Occupation?
Diagnosis?
Ouestions
Has your relative discussed his/her voice hearing experiences with you? 
(If not why do you think that is? How do you feel about that?)
Do you know for how long he/she has been experiencing them?
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(Do you know the content?)
(How would you characterize it?)
Relative’s voice hearing experience history
Do you know when was your relative’s first voice hearing experience?
Do you know if he/she experiences voice hearing presently?
First voice hearing experience of relative
If we could go back to when your relative first started having voice hearing 
experiences,
I wonder how was that experience for you?
What were your relative’s responses in terms of behaviour, if any, to voice hearing as 
you experienced them. How do you view them?
What do you think was your relative’s emotional state?
What did you think was happening?
How did you make sense of what was happening? Did you have any ideas on why this 
was happening?
How did this experience make you feel?
What were your reactions/responses?
Presently
If relative presently experiences voice hearing, I wonder how is that experience for 
you now?
How do you view his/her voice hearing experience presently?
How are you presently feeling about these experiences?
What are your present responses?
Carer’s relationship with relative
How would you describe your relationship with your relative in the past before his/her 
voice hearing experience?
How would you describe your relationship with your relative right after the voice 
hearing experience started?
How would you describe your relationship with your relative presently?
Is there anything else you feel we haven’t covered and you wish to share?
Thank you for participating
(Going over the debriefing sheet with the participant)
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Appendix 7 Background information
1. Ann^ 2. Mary 3. Joan 4. Claire 5. Ronny 6. Emma
Gender Fem ale fem ale fem ale fem ale male fem ale
Ethnicity White
British
British/
Spanish
Croatian W hite
British
W hite
British
W hite
British
Age 65 59 69 62 65 56
Occupation Carer
coordinator
worker
H ousew ife Former
teacher
Mental
Health
worker
Teacher Counsellor
V oice
hearer’s age
37 30 33 34 34 29
V oice
hearer’s
gender
fem ale male male fem ale fem ale male
Living
Arrangements
Living  
separately 
for 3 years
Living
together
Living  
separately 
for 2 
years
Living  
separately 
for 2 years
Living  
separately 
for 2 
years
Living  
separately 
for 10 
years
Frequency o f  
contact
2-3 tim es 
per w eek
1-2 per 
week
Several 
tim es per 
w eek
Several 
tim es per 
w eek
4 tim es 
per w eek
Years as a 
carer
12 years 3 years 10 years 13 years 13 years 11 years
Pseudonyms are used to protect confidentiality
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Appendix 8
Instructions To Authors
MANUSCRIPT SUBMISSION 
MANUSCRIPT STYLE
The language of the journal is English. 12-point type in one of the standard  fonts: Times, Helvetica, or Courier 
is preferred, it is not necessary  to double-line space  your manuscript. T ables m ust be on sep ara te  pages after 
the reference list, and not be incorporated into the main text. Figures should be uploaded a s  separa te  figure 
files.
During the subm ission p rocess you m ust enter the full title, short title of up to 70 characters and 
nam es and affiliations of all authors. Give the full address, including email, telephone and fax, of the author 
who is to check the proofs.
Include the nam e(s) of any sp o n so r(s )  of the research  contained in the paper, along with g ran t 
n u m b e r (s ) .
Enter an a b s tra c t  of up to 250 words for all articles [except book reviews]. An abstract is a concise 
sum mary of the whole paper, not just the conclusions, and is understandable without reference to the rest of 
the paper. It should contain no citation to other published work.
All articles should include a Key P rac titio n e r M essag e  — 3-5 bullet points summarizing the 
relevance of the article to practice.
Include up to six keyw ords that describe your paper for indexing purposes.
Retrieved by :
http://www3.interscience.wilev.com/ioumal/5885/home/ForAuthors.html
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Appendix 9
Transcription Participant: ANN 
M = Maria
F = Female participant
?? = words that cannot be made out
// = interruption
M: So am, I would like once again, I know you’ve read it but to, to remind you
it’s anonymous.
F: Yes, yeah, fine.
M: And you can withdraw at any moment you want to and to refuse to answer any
question. So ah, I have some brief demographic information first am, so the 
person you care for, as I understand, is female?
F: Yes, my daughter, yes.
M: And the age of that person?
F: 37.
M: She’s 37. Am, the next question is: which of the following ethnic group
would you say you and the person you care for belong to
F: White.
M: White British?
F: Yes.
M: Both of you?
F: Yeah.
M: And your relation to her., your daughter?
F: Yeah.
M: Do you live separately or//
F: Yes.
M: How often do you see her?
F: Am, probably two or three times a week, depending, depending, I would say,
on average two or three times a week.
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M: And how long would you say you have been a carer to this person?
F: Am, twelve years.
M: Twelve years. Ok so..has your daughter discussed her voice hearing
experiences with you?
F: Am, probably only ever once. Am, and that was not “oh Fm hearing voices”
but she had heard a voice am, that she has am, she would say “oh I heard you 
saying the other day blah, blah, blah”, which I hadn’t said, or she’d heard 
somebody else, but she would not actually discuss it with me am, but she talks 
to herself a lot and I think that’s when she’s talking to the voices am, and she 
would say something, and Fd say, you know, “sorry what was that?” and 
she’d say “oh, nothing, nothing”, so she was obviously talking to the voices. 
She managed to, manages to keep that under control very well, very well am, 
yeah.
M: Do you know for how long she has been experiencing this?
F: I think that she, she first became ill in ’90 ,1 think she’d been ill before but we,
you know am, we were trying to get help for her and you know, at first nobody 
wanted to know am, because she was over the age of eighteen am, and she 
needed to go herself. They wouldn’t, you know, take it from us am, but I 
know exactly the point am, you know, one, one Sunday evening and I, I was in 
the bathroom and she came, she was upstairs, she came downstairs she said 
“why did you take that picture of me?” and I said “what picture?” I dunno 
“what picture drawing?” she said: “When we were in France, in the south of 
France and I was going to the toilet behind the tree” or something like that 
and, I mean, I can’t remember even if I, you know, anybody taking 
photographs. It would have been when she was much, much younger am, but 
I think that was the very moment that I knew there was something dreadfully 
wrong, because she’d been up in her bedroom for so long and wouldn’t, you 
know, wouldn’t come out and then to come down and ask me a question about 
something which had happened years ago, or in her mind it happened, I can’t 
even remember that it happened, so I think that was the moment.
M: The first time//
F: Yes. I thought yeah that’s, that’s the warning, you know, that was clear to me
then that. I, I, I can’t, you know, Fd have grave reservations [phone ringing] 
excuse me.
(Interaption)
M: Okay, so you mentioned that that was what you think was the first unusual
experience.
F: That was the first time when I well, that was the first time when it was clear to
me, I think, before that she probably had voice, had heard voices am, because 
that, I think she’d been, she went to South Africa for a year and came back
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and, and was with us and I think that was like the following year, so when she 
came back from South Africa she was very ill. I realised that, so am, although 
she didn’t manage to work, but am, no, I could tell, because her, her behaviour 
would change so quickly and I think it was something kind of and she sort of 
looked like that, you know. Like, you know, she’s heard something.
M: How did you experience that? What were your feelings?
F: What were my, oh. Well, terrifying really because you, you know, we had no,
I had no experience of mental illness and am, and then, of course, when she 
started talking to herself, I mean, that was, you know am, even more 
frightening because you couldn’t hear what she was saying and it was all sort 
of gabbled but it was, it was to the voices really am, and the fact that she, you 
know, she might be talking to you and then she sort of go into a world of her 
own and her, and then I could see that, you know, and also giggling, she 
would giggle and obviously, something had happened in her head am, or she 
would be very angry when she was talking to them.
M: Do you know what it was about? The voices?
F: I think, I think it was mainly to do, I don’t really know but I think it was
mainly, it was, she’d always be bringing up the past and not a childhood but 
am, more, and not even school, I don’t think school, I think it was probably, 
although I think from the age of, you know, when she was doing her A levels, 
I think she was ill then, but when she would be talking to the voices, it would 
be more to do with am, her more I think to do with her working, at work more 
than even university, I think, but certainly, it was like post-school am, you 
know, I’ve, you know, either the people, boyfriend she’d been out with am, 
yeah.
M: So she maybe re-living something from her past?
F: Yes, but also, you know, trying to justify something that in her mind needed to
be justified, or that am, I think, I think also the fact that, I mean, a lot of it is
about low esteem with the illness and I think, you know, am, she would say 
things like am, because when she was in occupational therapy on one, the last 
place that she worked at, which was in [name of town], on that same day she 
was offered two jobs so this was, good, you know, it was great, but this is a 
sort of thing that would come out, you know, “I was offered two jobs in one 
day” and, you know, this sort of thing so it was like this would be in her, 
everything would come out, whether it was to the voices or what, I mean, am.., 
and if you met her now, you would not, you, I don’t think you would, there 
would be no outward sign that a, she would be able to concentrate long 
enough to talk to you and have an intelligent conversation but then.., I think 
the voice, you know.., that’s the way of dealing with the voices that she could 
go off somewhere and talk to herself, talk to the voices am, but no, I mean, 
initially it was, it was terrifying to think that, that am, you couldn’t imagine 
what it was like to have this, this sort of interruption in your train of thought 
because, you know, we, we think we’ve done am, we’ve had various
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workshops and things and they’ve said, you know, it’s like, I mean, put two 
cardboard thing, you know in your ear and you’ll have a sense.
M: So you can be in her shoes..
F: Yeah, so you’ve got like am, and it’s, it is ah, if you’ve had, if you have to put
up with that regularly am, or sort of as a norm, it must be horrible and then 
she’s on, she’s on am, medication called Closeril. Yeah, and that has changed 
her life, you know, I mean that was her on the phone just now, but you see 
this, this is she’s doing am, advanced online psychology. It’s a distance 
learning thing and, I mean, she’s had to do these two essays and oh dear, it’s
agony, you know, and she needs to have confirmation, she’s saying to me
there, just then, I have am, I know for a fact she will have put it altogether 
with the references, everything, but she was saying, “I did put the references in 
there, didn’t I?” As if I would know. And I say “oh yes, you did” and like 
she’ll go out running in a minute, because she’s doing the marathon and so 
she, she’s going to do it, so she said to me just now on the phone, “I’m going 
out in a minute, you will look after the flat and the cat.”
M: It feels for her that you are there in some sense.
F: Yes. Exactly.
M: How does that make you feel ?
F; I was asked that recently and I think., “how does it make me feel?” Initially,
the thing is you’ve got to realise that this is such a long journey right, so that, 
if I had known this twelve years ago that my daughter would be saying you 
will look after my flat, and I was saying yes, I will, I would have, I’d have 
thought I was stupid to say that, but of course, you’ve got this long journey 
and you go through all these different, you know what I mean, she’s been 
sectioned three times I think you know all, she’s been, you know, in the early 
days she was in and out of hospital am, so that now, this is the way we live 
and she’s stable, she’s got, you know am, she smokes no, she says to me if 
she, she might well phone up and say am, “I’m going out for a run now, I did 
put that cigarette out didn’t I?” I know she has, ‘cos she’s fanatical about it, 
she puts water and all the rest of it, but if I said to her “oh, I don’t know you 
better go and check it”, that would really send, set off alarm bells.
M: I see..
F: So, it’s all a bit of a game if you like, and I’ve said to her many times, you
know, let me just have a look in my crystal ball and I’ll just let you know, you 
know as a joke and she’ll laugh so she knows it’s a joke but it’s just a ritual if 
you like.
M: Sounds like you had to adjust and adapt to that.
F: Yes. Absolutely. Absolutely. And it’s, you know, somebody said am, you
know, one of the, the men in the group, there’s only a couple of men but and
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he said “I’m just happy when I can hear her laughing with the voices”, you 
know. So it’s all a question of degree really. Never mind that she’s talk, 
that’s she’s hearing voices, she’s laughing at least, so and it’s, it is when they 
get angry that ah, well I don’t see that now because, fortunately she’s stable 
but I know that if she didn’t have her running that’s the thing that keeps her 
motivated, and I know that, a couple of weeks ago she, had a bad foot, she 
couldn’t run and then and I just called round at the flat and I could tell, I could 
just tell that she’d probably just been sitting there smoking and talking to the 
voices.
M: What do you say to yourself at that time? when you’re actually thinking she
did that.
F: Oh, it’s, it’s very depressing, it’s very depressing when you know how she is
when, like on a day like today, it’s a lovely day and she’ll go out running and 
then she goes to her running club tonight and, you know. I, I can sort of feel 
that she’s fairly normal, but no, that, you know and am, you know, I can think 
of times when I’ve known that I’ve been at work and I come home, I mean 
she’s, I can tell by the way she is that she’s been talking to her voices and 
what have you. No, it, it’s very distressing because am, it’s very distressing 
when you know that, that, that’s all they’ve been doing, you know. I can 
understand that, that maybe if they’ve had a day where they’ve been socially 
with other people and therefore had to hold themselves together am, that then 
when they go home, back to wherever they live and for an hour they might, 
you know, let off steam, either listening or answering or whatever, that’s very 
and I just think the people who are in that situation where they’re probably just 
sitting there listening to their voice, it’s awful with no distraction and nothing 
else, awful.
M: So you try to imagine how your daughter is feeling and what, how she’s
experiencing everything so you can//
F: Yeah, I do, but it’s just so hard to imagine, isn’t it? It’s so hard to imagine,
you know.., I think of.., you know, my sister died last year and really, you 
know, we were so close and my, also my best friend, and I’ll sort of think, you 
know, if I sometimes want to think and I think about how they’d say 
something and you can hear the, the tone of voice or whatever, you know, that 
something am, and of course, that’s quite, you can do that, but to have actually 
that voice in your head. Saying, you know, often, saying horrible things about 
you. Must be oh!, I mean, I just don’t know how, I dunno how I’d cope with 
that! I think, well I dunno, I don’t know, I don’t know...and a lot of it, seems 
to be over the pre., I dunno, I suppose from the time am, she came back in ’94 
and she would have been 22 then am, it would have been like the previous 
three years that, when I did hear her talking, she’d be gabbling, but I wouldn’t. 
I’d be able to catch the odd word and it would be to do with when she had 
been working, although I think she was ill before that, but you know, primarily 
to do with when she was working and she’d had am, a fling with a, the, one of 
the male OTs and I think, and, and for quite a long time after that she would 
say that one of the people she’d be working with was outside her flat, but it 
was always people in the last sort of three years. It wasn’t to do with when
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she was at school or, it seemed to be when she had been am, working, but I’m 
sure there, as I say, you know, when I would hear her getting angry am, I 
mean, my step-daughter came, came in the house am, unexpectedly once and 
for that Suzie was on the phone because she was, you know, she was talking 
that, like that, you know, saying dah, dah, dah, dah. And she couldn’t believe 
it that she was actually not on the phone and was talking to herself.
M: But you, in a sense you were more exposed to something like that?
F: Yes, and I have to say because she has her own place, it makes such a
difference. At one point, I mean, am, at one point I mean. I’m talking like five 
or six years ago, if she was at home which is upstairs or whatever. I’d have 
noise all the time because I didn’t want to hear her, you know, it was the only 
way I could deal with it. I’d have the radio on or the, you know, am, well if I 
was going upstairs I’d make a noise so she knew I was going up because, I 
suppose really, I just, I, I, there had been the times when I’d sort of gone up 
and listened to see if I could hear what she was talking about, but then just a 
lot of it was just babbling and am, really, you know, it’s, it was so upsetting, 
so I thought it’s better if I don’t hear it, it’s the only way I can handle it really 
and when she was with us, she wouldn’t do it, you know, and am, when we go 
on holiday, when we’ve been on holiday with her am, she’s, most of the time 
she’s been okay, okay when she, she would go to bed or go to her room and 
probably then she’d be talking but not that we could hear.
M: So you’re saying she had a different behaviour when she knew that others
were present.
F: Yes. Oh yes. But that, I say, oh yes, as if that was the norm, am, I can think
back before she was on Plozerel??, Cosomine?? am, when, you know, we 
would be in social situations and she’d be not audibly, you wouldn’t be able to 
hear her talking but she’d be, her mouth would be going and, you know, and 
head would be going like this and, so thank God you know that’s now, am, 
we, we can go out, you know, we went out on Friday with my step-daughter 
and her family and the girls have grown up now and we had a lovely evening 
and she was perfectly right, so in situations like that she can hold it together.
M: I am wondering what would happen for you if she couldn’t hold it together as
you put it.
F: Embarrassment. Oh, I’ve been in difficult situations with her but I think
probably the worst one was am, I think it was about five years ago and my 
step-daughter and her family came for Easter and am, we were actually 
upstairs at the other house and [name of voice hearer] bedroom is right next 
door and we were in another room upstairs and am, we, a cat got out the 
window, [name of voice hearer] was in her room and we wanted to go in her 
room because, to get the cat off the windowsill and [name of voice hearer] just 
went completely, you’re trying to kill the cat and really am, that was the most 
upsetting time because the, the am, granddaughters were there, they were like 
oh I suppose about 13, 14, 12 and 14 am, and it really frightened them, so I 
think that, that was the most distressing time and that was when I felt we
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really, really hit rock bottom because, because am, you know, the impact, one 
thing for the professionals to see you like that, they’re used to it, but when it’s 
a family like that and particularly when it was the, the young girls am, so you 
know, and that was when in a way it was for the best because we were really 
then pushed for a change in medication am, and she went onto Cretiopin??, 
which had absolutely no effect at all and that was when they persuaded her to, 
to go onto Closeril?? and have the blood tests, so it was, you know, and that 
change, really changed her life and changed our life because she has actually 
got some meaning in her life now, but then I certainly think that particular 
occasion she was very ill and I think, you know, something had told her that 
we were trying to kill the cat.
M: So what were your immediate responses right there?
F: Am, oh I can’t remember what happened. No that’s right. She flew out. Oh I
was just, in, you know, I was in tears and am, my immediate response well, I 
was in tears am, and then the police phoned to say that she’d gone there 
because she wanted to, I dunno, she probably told them that we were trying to 
kill the cat and they realised that she, you know, had she, had she taken her 
medication really?, am, so well, my immediate was, was, you know, great 
sadness really because it had, you know, I didn’t, I couldn’t see at that point 
how we were going to recover as a family more than anything, you know, 
because I thought am, more I think that was the thing, yeah, because of the, 
the granddaughters being upset and witnessing it, and it must have been 
frightening am, and//
M: Was it frightening for you?
F: [pause] not, well, not frightening, distressing more than anything. Not
frightening. I’ve never, I mean she’s thrown things and, and but I’ve never 
felt physically frightened am, so really no, it wasn’t frightening, it was really 
just very distressing and not think, and thinking then, you know, however are 
we gonna get back from this and, and the feeling that well, we’d be more and 
more isolated from, you know, the family and but, in fact, thank goodness, you 
know, things have ah, and she’s now much, much more stable, but, and you 
see I forget that she talks to herself, but she will admit it and, you know, she 
comes here. She can smoke upstairs in her room am, and I think she said the 
other day something about oh, I can go and sit there and talk to myself and am, 
and even now she will say something and I say “what’s that?” and she “oh, 
nothing, nothing”, so it’s obviously speaking to a voice.. Before she was 
being treated she said to me one day “oh, I heard Aunty [name of aunt] say the 
other day”. This is my sister am, “[name of voice hearer] never smiles any 
more!” Well, my sister hadn’t said that am, but am, you know, but, but there’s 
the rare occasions where she’s actually said or and she did say, she like, I did 
hear a voice but now, I mean we’ve got an appointment tomorrow actually 
with her Psychiatrist, and if he ever sort of touches on oh that’s right, the last 
thing was am, time before last at the Psychiatrist and it was the last time 
actually six months ago, she’d stopped going to her am, running group 
because she’d heard somebody say am, you’ve gotta leave, and I mean, it’s a 
lovely group, they’re lovely people, you know, am, of course they wouldn’t
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say that so, she, the last time we went to see the Psychiatrist, so she didn’t go 
to the group for am, about three or four months I think and when we went to 
see the Psychiatrist, my husband said am, when the Psychiatrist said, you 
know, to us have we got any, anything to say and he said am, well, we’re, you 
know, a bit worried because [name of voice hearer] hasn’t been going to her 
running group. Off course she didn’t like him saying that but anyway. The 
Psychiatrist was very good actually. He was, he sort of said am, you know, 
well why, why do you think, what, why haven’t you been going, and she said 
ah, because they said I’ve got to leave and he said anyway, he sort of 
investigated that and he said I, I really can’t believe they said that, I think you 
must have misheard or whatever. Anyway, we decided that am, she was going 
to e-mail, because she needed to pay her membership fees and he said well, 
why don’t you do that because that will give them the opportunity if they 
really don’t want you to go back but you see occasionally, she will go through 
that phase where she thinks she’s heard somebody saying this or that. It 
actually hasn’t recently in the last few months but it could quite easily be oh, 
what was it, or she’ll hear somebody outside the flat saying ‘cos she’s got a 
cat, you know, “we’ll take, we’re going to come and take the cat away” and, 
you know.
M: So although your daughter is not explicit about the voices it feels you’ve got
some idea around them and at times you and your husband have tried to 
intervene.
F: Yes. Yes. And in the carers group, I think am, there are people who and there
is another friend and her son would say, you know, am, if you went to the 
theatre or whatever he couldn’t hear it because of the voices am, and he would
quite freely admit that he heard voices, but my daughter doesn’t and, you
know, another friend of mine, her daughter would never admit it, although like 
my daughter that daughter will be laughing or talking to herself.
M: Is it comforting then laughing with her voices rather than//
F: Oh absolutely. Absolutely! whereas.. I mean when you hear them so angry,
when you, you know, when I’d hear her so angry and so you know and, and I 
think, “God all her energy’s being expended on this!” you know, on all this 
am, well, obviously that can’t be good for you! But what are, it’s not, you 
know, we all get angry don’t we? but we think we just, to have that sort of 
anger because you can hear somebody saying these things, you’ve gotta justify 
am, what, what ah, you know, there are enough things in life that you have to 
perhaps, I dunno, in your job or whatever am, so if it’s something that isn’t 
even, that isn’t even real, you know, it’s just this awful illness, awful thing 
that’s happened to your brain.
M: Has it ever made you angry? the fact that your daughter is experiencing
something like that?
F: Am, yes. Has it ever made me angry? I [pause] I suppose more, not, and
really thinking about it, you know, even has the fact that she’s got the illness 
or whatever, course it has but I think more than anything it’s just distressing
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and it’s that horrible, you know, that horrible am, feeling that am, I suppose. 
I’m quite a long way into the journey so it’s, takes various different routes and 
different ways and different emotions and all the rest of it and now am, I think 
we’ve discussed this amongst the Carers, you know, most of us are, have come 
to terms with the fact.
M: You are saying you are a long way into this journey..
F: Yes, definitely.
M: Have you arrived?
F: [smiles] when you go back, when I go back to the first of the no, of realising
that she had a mental illness, that was and not having had any experience of 
mental illness but knowing that this was a mental illness, oh God, you know. 
Well, initially, you think this is, oh I’m sure this, we can cure this, you know 
am, and then, then, then the various stages, the medication starts to get the old 
person back.., then you know, not taking the medication, back in hospital, and 
so it, you know, it’s a long time, twelve years is a long time really am, and so 
but now, you get to the point where it could, you know, God willing, she’s still 
got some sort of life. She’s, you know, all she’s quite happy if she can run, 
smoke, she’s got a cat, loves having her ovm flat, you know, enjoys coming 
over here, likes doing, hasn’t really got no close friendships, but doesn’t, that 
doesn’t seem to bother her at all. She has, she’s got a friend of am, who also 
has schizophrenia but it’s not a close friendship, you know, it’s am, they’ll go 
and, might go out for lunch or whatever, but it’s not, you know, she wouldn’t 
sit and chat like you and I might, would with a friend so but, but that doesn’t 
seem to bother her, so it ok for me.
M: So you’re saying that the fact that she has adapted so well is what might make
you feel at ease?
F: Yes. Absolutely, oh God, and I mean, that is, that’s the whole thing, if I felt
am, well, you know, every parent must say all they want is for their child to be 
happy and that’s really it, so if that, if she hated living on her own. I’d be 
worried about that. She doesn’t, she loves living on her own am, she doesn’t 
say to me oh, I wish I had lots of friends, she doesn’t, doesn’t seem to be 
bothered with that am, you know, ah, and the biggest worry for, for most 
parents is what will they do when we’re not here, you see, so that is the 
biggest worry, that I think is the biggest am, but it is, it, you know, to know 
that she’s fairly stable, she takes her medication religiously because she 
knows, well it’s a pact almost with her that she won’t have to go into hospital 
if she takes the medication.
M: Was it solely her decision to ah, to move to a different flat or was it something
discussed with you?
F: No, she wanted, she wanted to. And we put her name down for a council flat
am, and she loves it, I mean, it’s, you know, am, you know, I never thought
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she would. I thought, the first night that she was there, I just thought any 
minute she’s gonna come back, you know, we, we, we spent quite a lot of time 
decorating it. This was like five years ago and am, and now that’s it, she loves 
it.
M: If we go back to that first incidents of your daughter’s, am, what was going on
through your mind, what kind of first thoughts did you have for this kind of 
experience?
F: [sighs] I had had, yeah. I’d had. I’d had am, well even before she, ‘cos she
went to South Africa for a year, before she went to South Africa, I thought her 
behaviour was quite bizarre at times, but nothing I could pinpoint and I 
thought that the year away would do her good and when she came back, 
within days am, we decorated her bedroom and she pulled the curtains down 
and am, you know, literally yanked with force, pull it all down am, and was 
obviously not well, got a job in [name of town] and am, really, you know ah, 
was, I could tell she wasn’t well, but she was doing her job, and then af., after 
Christmas in February she was suspended from her job for talking, trying to 
convert somebody, she’d be, you know, started going to church and was, you 
know, am, and so she was suspended, so then and I spoke to the am, her 
supervisor then and I said, do you think it’s schizophrenia and she said I don’t 
know but I think she knew and anyway, and the rest is history, you know, she 
had a flat and she went completely off the rails and then called the police and 
she was like, you know, locked up in places, so really from that time, I 
suppose, am, yeah. I, yeah, I mean, it was just very distressing and trying to 
find, you know, I mean this was., okay we have the internet, did I have the 
internet then, can’t remember, but you know, now you’d be on the internet 
now looking up, I think, then I was sort of look, just reading more about the 
illness and, and she, every single, you know, they had like twelve indications 
of schizophrenia and she fitted every single one, you know, staying in her 
room all the time, am, poor hygiene, the whole lot, the whole lot.
M: I see.. How would you describe your relationship with your daughter before all
these incidents?
F: Well I think up until, well no, I mean, not, right up until when she went to
South Afi-ica, absolutely fine, I mean as a child she was absolutely, you know, 
perfectly happy go lucky, smiley, giggly am, and then am, I suppose really, 
you know, when she was sixteen I suppose that’s when it, or even before that, 
very difficult, did very well with her O Levels and then am, and then, you 
know, wanted to go clubbing all the time and I think she’d had, she’d taken 
drugs which I didn’t know and she’d smoked cannabis and I think she’d 
smoked it heavily and it was probably skunk, but I didn’t know that, and that 
must have been at Uni and am, and I think that she had a predisposition 
towards it but I think if she hadn’t smoked that she might not have had it but 
who knows am, but no, my relationship until then very, I suppose, I was like 
her primary carer if you like because her, am, well, I just was and am, but, but, 
you know, close family and, you know we, really she was very fortunate 
because my stepdaughter who’s ten years older am, she married when she was 
like 21, so [name of voice hearer] would have been 11 then am, and really so
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throughout her, her teenage years, I mean, I wouldn’t say that she was spoilt, 
well I don’t think she was but there wasn’t anything that she didn’t, you know, 
more or less she could have and she had my attention, you know, most of the 
time. Well, most of the time, you know am, her Dad used to am, work at 
week, he used to play the double bass so he used to work am, a lot of like, 
Saturday evenings, so even at weekends. I’d probably be in and, you know, so 
I wasn’t like, you know, she really did have my attention a lot so yes, it was 
fine.
M: And your relationship around the incidents, around the first kind of voice
hearing experiences?
F: Well, of course, before the actual voice things, when her behaviour was bad,
and that did cause a lot of arguments but then, but then I suppose am, yes, and 
I mean, she would be saying things like, I mean, I remember one day, I came 
home from work because she phoned me at work to say she’d given in her 
notice because she’d been chosen by God to do his work, and so I came home 
and I said you know, tried to be, reason with her and ah, oh she just threw her 
cup at me and you know am, so, so God was telling her something and also at 
one point God told her [laughs] to stop smoking and I thought well, God has 
got his uses [laughs] because she stopped smoking for about six months I 
think and started again am, so yeah.
M: So trying to reason with her at these stages caused rows.. (Hm) And how
would you describe your relationship with your daughter now, presently?
F: Oh, fine, yeah [laughs]. These essays, I mean these essays which I’ve looked
at, not that long and she keeps changing them and this is the illness, you know 
and she keeps changing them, should I say, should I put this this way and this 
way am, but anyway she’s finally posted them off so am, no, it’s fine, it’s fine 
and, but having said that, I couldn’t live with her, and she couldn’t live with 
me any more I don’t think because am, because the illness makes her very 
demanding, you know. It does make them very demanding and really, am, it 
is all me, me, me and in a way I suppose and, you know, having spoken to 
other mums, you know, we all say the same but really, it’s anything for a quiet 
life in a way because you, you know, sometimes I feel like saying, you know, 
it’s not all about you, but I stop myself because am, because I’ve got to 
remember, because her, because her behaviour is so normal now, I tend to 
forget and am, you know, it is very easy to forget and the last thing you want 
to do is get annoyed or, because she will react, you know, not very well and, 
and so it just isn’t worth it and I think also the same with my husband, he, you 
know, initially he, because initially with mental illness, you don’t know, 
particularly if it’s in the teenage years, you think it’s a teenage, you know, and 
you think it’s a behaviour thing rather than am//
M: So you had that thought?
F: Oh yes. Oh definitely, you know, and I thought God, I’ve spoilt her or, you
know. I’ve, I’ve given her too much whatever am//
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M: So you were trying to find something within yourself.
F: Oh God. Yes, I mean all the time you’re thinking to yourself, you know, it’s
my fault. The whole, the fact that she’s got a mental illness, it’s, or our fault, 
you know, and you think well, perhaps we should have done this or that or 
perhaps I should have been stricter am, I don’t know, I don’t//
M: Do you still think that?
F: I think this, no, I don’t think that, no I don’t and I don’t think that that was the
reason for the illness. Maybe I think more I should be more am, firm with her 
now, ‘cos Fm not gonna be around forever and I think, whereas her Dad will 
be, he, he will expect her to do more, as in, you know, am, chores or whatever. 
He wouldn’t do everything for her. Am, and I perhaps I do, do too much, you 
know, because she isn’t, you know, like I do all her washing and everything. 
She hasn’t got a washing machine am, so that’s something else we really need 
to ??. The kitchen’s not big enough so it’s not that easy [clears throat]. So, 
things I think Fve probably taken a bit of the easy way out.
M: You said before the last thing you want is to get annoyed because she’ll react.
Would you say that you feel you are walking on eggshells around//
F: Not any more.
M: Not any more...
F: Well, I say not anymore, because I, that’s, that, I suppose I am because am,
most of the time, no, but there are times when I think her Dad will say, you 
know am, like for instance when she runs ‘cos he’s done marathons and things 
so, he would say, you know, keep saying, don’t forget you’ve got to take water 
with you, and she doesn’t want to carry water and, you know, and he keeps 
going on, that’s when I feel eggshells because I think any minute she might 
sort of tell him to shut up or whatever am, but by and large no. It’s not, it was, 
I mean it was, at one point, well at several points, you could not say anything 
to her. Nothing was right. Nightmare. I mean if I knew, I knew the content, 
as in because she was getting angry, so then I would. I’d be more wary, 
whereas if, if I heard her laughing or whatever, I knew she, you know, they 
were telling her good things and it was a good day really, am, and she was in a 
better humour those times. And I still, I still have to remind myself that, you 
know, it is the voice, it is, that is what makes her suddenly either look at me 
suspiciously or, you know, am, from out of nowhere and sometimes it’s really 
easy to forget that and just take it the person is doing that and it’s not, you 
know, so I suppose in that, in those times I have to really remind myself 
because it, it is the illness, not, not her, but she may suddenly start looking at 
me suspiciously or, or even smiling, you know, so, which is better than 
looking at me suspiciously [laughs].
M: So if we could sum up, we would say that it has been an emotional journey for
you//
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F: Totally.
M: And, whereas your relationship had her ups and downs, now..?
F: It’s much better. (Smiles)
M: And your mood would be at times depended on how your daughter is?
F: Yes. Definitely
M: But you also have this kind of worry, “what happens after I am gone?”
F: Gone, but I mean that is, that, you know, must apply to so many people, you
know, am, not just people with mental illness but, you know, am, no, and I, 
you know, I mean I know it sounds awful but I’d rather she went with me 
because the thought of her and I mean, gosh, you know, but then maybe I’m, 
you know, maybe I, maybe if she didn’t have me am, no, it would be a big 
hole in her life but she would probably get through it and, yeah, it’s just very 
difficult, because I think, you know, with her Dad, her Dad’d sort of, as I’ve 
said, he would expect her to do more and probably that would be good, you
see. This is where I think I probably have gone wrong. He would., for
instance, there’s some blocks down there and he’s saying on Sunday and ‘cos
she’s training for the marathon and he’s saying oh, [name of voice hearer] you
know, “would you give me a hand with the blocks?” And I wouldn’t have 
asked her now because she’s got too much on her mind with the training. But 
she agreed she would do it, so he, he would, so in a way, it’s probably good. I 
think we’re probably, we probably between us, we’re probably a good balance 
for her.
M: I see..
F: I think so. I think we’ve both learned, he’s learned how to handle her in his
own way but it would always, it’s always, she’s always happier if I’m the one 
who’s giving her a lift home or I’m, you know, or I’m going to see the 
Psychiatrist with her or whatever.
M: Aha.. Well this is the end of the interview, I would just like to ask you if there
is anything else you think we haven’t covered and you wish, you wish to talk 
about?
F: I don’t think so. I think I’ve covered quite a lot really, don’t you?
M: Yea and thank you very much once again.
[end of recording]
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Appendix 10
Below is a list of the analytical order followed during the data analysis for this study:
Initial themes Sub-themes Super-ordinate theme
Something that can be 
‘fixed’
Resentment towards the 
mental health 
professionals
Rows with the voice 
hearer
Shocked with relative’s 
voice hearing
Shame
Stress
Trying to understand it Trying to cope with 
relative’s voice hearing
Using distractions for 
themselves
Coming to terms with 
relative’s voice hearing
Using distractions for the 
voice hearer
Parent-child alliance 
against the voice
Parent-mental health 
professional alliance
“Drawn into”
Less arguments Towards equilibrium 
regarding the voice 
hearing experience
Going along
Making a professional turn 
towards caring
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Qualitative Research Project 2:
The experience of facilitators of groups for carers of people experiencing severe 
mental health difficulties.
Abstract
Carers often report that their needs are not being understood by the mental health 
services, with carers expressing criticism of the relationship with mental health 
professionals. What carers identify as most helpful is being provided with information 
and management strategies they can use. The organization “Rethink” offers 
information and relevant strategies through their carers’ education and training 
groups. Little is known about the in-depth experience of the professionals who are 
facilitating these groups, although their constant and consistent exposure to carers’ 
experiences situates them as key informants.
This study aimed to provide the basis for theory building regarding the 
experiences of facilitators of groups for carers of people experiencing severe mental 
health difficulties. It employed semi-structured interviews to interview six participants 
and Grounded Theory as the method of data analysis.
The analysis yielded one major category: Awareness and Communication Process 
which describes the awareness and communicational development between carers and 
mental health professionals and services, mediated by the carers’ group and its 
facilitators. The results are discussed in relation to previous literature.
Key words; Carers, Mental Health Professionals, Groups, Facilitators, Relationship, 
Communication, Mediation
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Introduction
The move towards community care for people who experience long term mental 
health distress has shifted many of the responsibilities associated with care from the 
health care system to the family (Smitka, 1998) (as cited in Wynaden, 2007). 
Therefore, family involvement is an important factor in determining the quality of life 
of the family member who experiences long term mental health distress (Mohr, 2000) 
and carers have become an integral part of the care system (Thomicroft and Tansella,
2005).
Carers, as defined by Carers UK, are people who "provide unpaid care by looking  
after an ill, f ra il  or d isabled  fam ily  member, fr ien d  or partner". It has been estimated 
that in the UK there are roughly 1.5 million carers of relatives experiencing a mental 
illness or dementia (Arksey 2003).
It is important to mention that carers’ financial status, relationship but also their 
own physical and emotional well-being may be affected by the severe mental health 
difficulties of the person or persons they care for and the subsequent demands of their 
own caring role. (Vaddadi, 1997; Maurin & Boyd, 1990) Research on carers’ well­
being has found that they are subject to poorer emotional well-being and life 
satisfaction (Schofield et al., 1999; Dyck et al., 1999). Stress, fear and confusion is 
associated with caring for someone with severe mental health difficulties due to 
difficult and bizarre behaviour as well as personality and emotional changes of the 
person they care for (The Network, 2001). Additionally there also seems to be an 
unrecognized and unacknowledged grief associated with the aforementioned changes 
(MacGregor, 1994).
Therefore, carers have needs in their own right and if they are to continue 
providing optimum care, then carers themselves require support and assistance. The 
government recognising the above has set out a number of policies and legislative 
frameworks in an attempt to identify and meet carers’ needs. Hence, “all individuals 
who provide regular and substantial care for a person with severe and enduring mental 
illness, should have an assessment of their caring, physical and mental health needs.
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repeated on at least an annual basis” (Department of Health, 1999). Additionally, 
regarding meeting carers’ needs, some types of programmes that provide information, 
education and/or support to families and carers have also been created (Hayman,
2005).
However, regardless of a considerable body of research regarding carers’ needs 
(eg Maurin & Boyd, 1990; Schofield et al., 1999; Dyck et al., 1999) and the 
subsequent development of interventions aiming at meeting these needs, families 
continue to report that their needs are not being understood and met by the available 
mental health services (Repper et al., 2005). Additionally, there seems to be an 
ongoing call for an improvement in the level and quality of information that carers 
receive from professionals (Pryjmachuk, 1996). Maclnnes (1998) explains that the 
relationship between mental health services and carers can be an uneasy one, with 
relatives often expressing criticism of the relationship with health professionals. 
Hatifield (1997) explains that there is a discrepancy between the way that 
professionals perceive carer stress and the stress that carers report feeling.
Additionally, it is important to note from the literature that mental health 
professionals who provide family intervention services feel frustrated that they cannot 
systematically deliver Family Intervention due to reasons such as high caseloads, time 
pressures, lack of clinical supervision and minimal support from management 
(Kavanagh et al., 1993; Brennan and Gamble, 1997; Fadden, 1997, 2006; Mairs and 
Bradshaw, 2005). On top of that, Winefield and Burnett (1996) explain that pre­
qualification training for most professionals provide them with little or no contact 
with carers hence there is little opportunity for development of skills and expertise in 
this area, and many professionals are overwhelmed by the prospect of having to work 
with families (Goldstein and Miklowitz, 1994).
Despite and in light of all the aforementioned difficulties in meeting carers’ 
needs, perhaps it is important to stay close to and emphasize the fact that what carers 
identify as most important and helpful, is being provided with information, 
particularly about the illness itself and management strategies they can use (Simon, et 
al., 1991). Therefore through unfolding and understanding better what is considered
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important by the carers, we can perhaps set foundations for future development and 
improvement of interventions regarding carers’ needs.
Apart from traditional mental health services, nongovernmental organizations 
are also trying to meet carers’ needs through educational and training groups for 
carers of people experiencing enduring mental health difficulties. Organizations such 
as Rethink have consistently offered these aforementioned pieces of information and 
relevant strategies through their carers’ education and training programmes. These 
programmes, aim to bring carers together in a relaxed and friendly environment so as 
to develop links with other carers and share expertise and experiences (Rethink, 
2010). They provide information about mental illness, help develop skills such as 
problem solving and reduce stress and isolation. Yet little is known about the in-depth 
experience of the mental health professionals who are facilitating these carer groups 
and provide the much needed information, training and education to them. The 
investigation of their perspectives, of their in-depth experiences and their input 
regarding the facilitation of these groups can shed additional light to carers’ needs, to 
the attempted ways of meeting these needs and also to the carer-mental health 
professional relationship as their constant and consistent exposure to carers’ 
experiences can situate them as key informants.
The exploration of these experiences can be particularly usefiil not only if we 
acknowledge that further research is needed to investigate the benefits of carers’ 
support, education and training programmes (DoH, 2004) but also if we acknowledge 
the aforementioned discrepancies between services, professionals and carers. Perhaps 
these particular professionals’ perspective needs to be heard in order for broader 
services to address discrepancy issues.
Aim, Objectives and Research Question
This study aimed to develop theoretieal basis to explain the experiences of 
facilitators of groups for carers of people experiencing severe mental health 
difficulties. Further, the investigation’s objective was to contribute to a better 
comprehension not only of the carer’s needs and helpful ways of meeting them but 
also to enhance professional insight regarding the facilitator-carer relationship. This
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objective will be achieved by examining facilitator’s experiences from the subjective 
perspective of facilitators of groups of carers of people with mental health difficulties.
To this end the research asked: what are the experiences of mental health 
professionals who are facilitating groups for carers of people experiencing severe 
mental health difficulties.
In an era of community care, it is important that mental health professionals 
recognise the difficulties which carers face and respond to their needs. The need for 
flexible interventions, that display sensitivity to the complexity of the demands of 
caring, goes without saying. The input and experiences of this group of providers can 
contribute towards the improvement of such interventions and it can additionally 
inform the work of mental health professionals who work with this client group such 
as Counselling Psychologists.
To help answer the research question a qualitative approach was adopted. This 
approach is better suited to research interested in the subjective experiences of the 
participants (Elliot et al., 1999). Additionally, qualitative approaches have provided 
important insights into participants’ experiences in similar areas. For example, 
Wynaden’s (2007) explored the experience of caring for a person with a mental 
illness, employing semi-structured interviews for the gathering of data and grounded 
theory for their analysis.
The data gathering method in this research was semi-structured interviews. This 
method allowed the interviewer to be guided by the interview schedule rather than 
dictated by it (Smith & Eatough, 2007) whilst giving participants the opportunity to 
take the lead in the interview situation.
The method of data analysis was Grounded Theory (GT) (Charmaz, 2006). GT is a 
method which allows the implementation of systematic inductive guidelines for the 
gathering, the synthesizing, the analysis and the conceptualisation of qualitative data 
in order to construct a theory (Charmaz, 2003). As the intention of this research was 
to be more than descriptive, since this study aimed to form the basis for a theory 
construction regarding the experiences of facilitators of groups of carers of people
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experiencing severe mental health difficulties, grounded theory was considered 
appropriate. As Charmaz (2006) explains GT can address psychological topics such as 
personal experience which this study also addressed.
Method
Participants
Eligibility for participation in this study included being a professional facilitator of 
training and educational groups for carers of people experiencing severe mental health 
difficulties and being willing to talk about that experience. Rethink^, as an 
organisation which provides such a service for carers, was approached in an effort to 
assist in the recruitment of eligible participants. Group facilitators’ professional 
contact information was public and was obtained through the Rethink website. An 
initial group facilitator responded and due to this initial participant the snowball effect 
was employed for the recruitment of more participants.
It is important to mention that GT adopts theoretical sampling. Theoretical 
sampling starts with the collection of data, the construction of tentative ideas about 
that data and then examining these ideas through further empirical inquiry (Charmaz,
2006). Therefore it is a strategy of obtaining additional data in order to refine 
categories. This study started with the recruitment of three participants, before 
engaging in a tentative construction of ideas which formed the basis of a further 
interview schedule (appendix 2) which allowed the pursuit of further empirical 
inquiry. In this manner, additional data from more participants were obtained in order 
to work towards saturation. According to GT categories are saturated when gathering 
new data no longer brings new theoretical insights, nor reveal new properties of the 
core theoretical categories of the research analysis (Charmaz, 2006). Subsequently, 
three more participants were additionally interviewed.
All six participants were women. Three of the participants identified themselves 
as carers as well. Regarding their professional title, two of the participants are Carer 
Support Workers, two Mental Health Nurses, one participant is an Occupational
 ^Information about Rethink can be found on their website: www.rethink.org
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Therapist and one participant is a Counsellor and a Line Manager and are all working 
for Rethink. Their experience with these types of groups varies from 2 to 15 years 
(see appendix 3).
Ethical considerations
No ethical approval was required for this research as participants were consenting 
adults and not part of a vulnerable population.
Procedure
The semi-structured interviews were carried out in the participants’ Rethink 
offices. The interviews were audio recorded and varied from 50 min to Ih 10 min in 
duration. Prior to the interviewing procedure, participants were given information 
sheets and consent forms (Appendix 4 and 5) explaining the aims of the research and 
emphasizing that they could stop the interview and the recording and withdraw 
without giving a reason. The researcher debriefed the participants at the end of the 
interview.
The initial interview schedule (appendix 1) which was constructed based on the 
literature, strived to employ unassuming, non leading questions that explored areas 
such the facilitators’ views regarding the group work they are engaging in, the 
benefits and/or challenges, if any, that this work brings forth, the relationship between 
the facilitator and the carer, as well as the facilitator’s points of view regarding carers’ 
needs as have been personally understood within such settings.
Additionally, in terms of ensuring confidentiality, pseudonyms were used and 
digital audio recordings were computer password protected, furthermore, all data will 
be destroyed six months after the completion of the study.
Credibility of the research
Charmaz (2006) explains that neither data nor theories are discovered, that 
grounded theories are constructed through our past and present interactions with 
people as well as through our perspectives and research practices, therefore this 
approach makes explicit that any theoretical rendering offers an interpretative 
portrayal of the studied world rather than an exact picture of it (Charmaz, 2000). Both
164
the participants’ experiential views and the researcher’s grounded theory are 
constructions of reality and this research was undetaken with this in mind.
In terms of the criteria for the evaluation of this qualitative research, Charmaz’s 
(2006) characteristics of good qualitative research such as credibility, originality, 
resonance and usefulness assisted and guided towards that direction. In order to 
achieve these, the researcher attempted to create a category that brings forth new 
insights always portraying the studied experience and this category can be examined 
for implications in the field of mental health and related services, and can offer 
ground for further research.
Further, in this study interpretations are supported by quotations^® from the 
data set in an attempt to make the analysis as transparent as possible but also to enable 
readers to assess its persuasiveness for themselves.
Yardley’s (2000) principles of sensitivity to context, commitment and rigor, 
transparency, and coherence were also followed while collecting data, carrying out 
the analysis, and writing up the findings. Indicatively, and as Yardley (2000) 
postulates, providing transparency of the relevant aspects of the research process is 
important in order for the reader to evaluate our work, therefore detailed descriptions 
of the procedures and analysis are provided. Furthermore, through transparency, the 
reader can be in a position to understand motives and interpretations of the researcher 
and follow arguments clearly.
Analysis
The interviews were transcribed by the researcher and analysed using 
Grounded Theory (Charmaz, 2006). Each transcript underwent incident to incident 
coding by taking a phrase, a sentence, or a section that was seen to constitute a 
meaning unit/code. Using the most significant and frequent codes the researcher 
began focused coding in an effort to synthesize and explain larger segments of data.
Empty brackets in quotations indicate where material has been omitted; clarificatoiy  
information appears within square brackets; and ellipsis points ( . . . )  indicate a pause in the 
flow  o f  participants’ speech.
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In this manner, initial categories were created. These initial categories formed the 
indexing system, which grew by creating new categories and by adding new data to 
existing categories. Categories were constantly compared to see if they fit with new 
data (Glaser & Strauss, 1967) and category names were constantly modified as the 
analysis progressed. In the end three categories were brought together to create and 
encapsulate one major category. Time and pragmatic considerations did not allow the 
research to bring forth a fully developed theoretical framework of work undertaken by 
facilitators. Throughout the process of analysis, theoretical memos were written to 
track any changes in categories, to make links with existing research or record 
reflections about the emerging outcome. These memos enabled the researcher to 
become aware of the links that participants were making between categories, (for a 
list of the analytical process followed whilst undertaking a grounded theoretical 
approach to the data analysis see Appendix 8).
Results
The analysis of the data produced one major category, named: Awareness and 
Communicational Process. This major category describes the awareness and 
communicational development between carers and mental health professionals and 
mental health services in general, mediated by the carers’ educational and training 
group and its facilitators.
It is worth mentioning at this point that this category was developed from the data and 
reflects the subjective perceptions of the facilitators participating in this study. This 
major category is the descriptive umbrella term for processes that can be seen and 
understood through the elaboration of its three phases: Establishing connections, 
Acting as Mediators and Empowerment.
The three phases mentioned above are displayed by the following illustrative figures 
(Figs. 1-4) and developed below. The researcher kept her analysis grounded in the 
data and her interpretations as close to the data as possible. Perhaps at this point it is 
worth mentioning that there were not enough data concerning the service users so as 
for the service users to be included in the below illustrative figures.
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The awareness and communicational process was described by participants as 
starting with establishing connections. It refers to the establishing of connections, 
through the group, between the carers’ group facilitators and carers but it also points 
out the facilitators’ connections with the statutory mental health services as well. This 
group’s facilitators are perhaps in a unique position in terms of understanding and 
relating to both Mental Health Services and its staff and to the carers themselves.
Three of the participants/facilitators are identifying themselves as carers as well 
(Anna, Helen and Mary). Therefore part of that unique understanding may be 
resulting due to that fact. Helen explained:
( ) ‘7  came into Rethink as a carer ( ) /  started, I  was on carers 
education training programme ” ( )
Helen explained that she gained experience through this programme as a participant 
and now was working as a Carer Support Worker and Facilitator for Rethink.
In addition to some facilitators having a personal experience of being carers, they 
also formed an understanding of carers’ experience through their close contact with 
carers.
“I  see them one to one before having them join the group () every 
situation is unique ” [Anna]
Furthermore, their personal incentives regarding wanting to work with carers 
perhaps provides an added fervour. Julia has engaged in various research projects 
regarding carers. Additionally Anna explained:
“I  was working with, in the home, and I  was seeing the effect that that 
illness was having on family members, that led me to think you know that, 
you know that we weren’t communicating so that’s what led me to the job  
with Rethink, with carers. ”
Additionally this group is described as a forum of expression which allows 
facilitators access to connect and gain a deeper understanding of carers.
(  )  “fo r a carer this might be the only forum they have to talk about what 
truthfully is going on in the family ” [Anna]
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However, facilitators also have a firm grasp and understanding of mental health 
services and policies due to having a mental health professional background and also 
having worked in Community Mental Health Services themselves. Some participants 
spoke about having worked in several different mental health services before joining 
Rethink. Additionally they have described having firm relationships and connections 
to staff as well. Mary explained:
“some o f  them I  knew because I  worked with them years ago when I  
worked with the NHS which was always good and [name o f co-facilitator] 
is the same am, and we ’re very lucky in that respect but because we have 
worked hard at building up what we do, we have a good reputation and 
nothing beats a good reputation "
Therefore, facilitators are positioned uniquely beside both Carers and Mental 
Health Services due to their role, their professional background, their years of 
experience in services, their incentives and motives and finally their personal 
experience for some as carers. Through this unique position they make observations 
regarding the relationship, understanding and connections between Carers and Mental 
Health Services.
All facilitators explained that through their experience they perceive the vast 
majority of carers as having established a weak connection, communication and 
relationship with Mental Health Providers of the person they care for. This weak 
connection can be understood through the following quotes by the facilitators.
“For instance fo r a lot ofpeople ()  they don’t realise their right o f  actually 
talking to professionals, (  ), to help them to empower them to be able to 
take control not o f the client but to, you know, if  they need to speak to, to 
get the care, the correct care that they need for the, fo r  the cared for  
person but to actually help them understand what, what a carer i s ” ( )  
( ) “a lady [carer] (  ), you know, she didn’t even know that she could phone 
the Community Mental Health Team and speak to the Care Coordinator ” (  
) [Anna]
All facilitators explained that confidentiality is a big issue. Weak communication and 
understanding can potentially influence the carer-user relationship as well and create 
friction, Anna explained by giving an example regarding the confidentiality issue:
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“Confidentiality. That, that can be an issue.. ( )  you know, the ward won’t 
tell me what medication, the ward won V talk to me and ah, ( )  I  had a carer 
(  )  and his wife had been admitted to hospital (  )  and he cared fo r  her (  
)they had a loving relationship and the ward suddenly told him one day 
that she didn 7 want to see him anymore. ( )  he really couldn’t understand 
it and when we got to the bottom o f it the ward ( )  you know they ’d  taken it 
as she ’d  said it. Basically what it was, she didn’t want to worry him and 
she ’d  prefer him to go and play golf than attend a CPA meeting. (  )  it 
wasn’t that she didn’t want him there to hear what was being said, it was, 
she was ashamed o f being unwell ( )she wanted him to carry on you know 
and honestly, you know, the distress that caused, that often it is about 
confidentiality when staff don’t have that understanding” ()
Regardless if the communication is lacking due to either or both sides not making 
the effort, or due to lack of information and understanding, the consequences of this 
weakness is evident. Tension can be created, not only between carers and the people 
they care for but also tension, negativity, lack of trust to the Mental Health System 
and its representatives. However since there is a weak communicational path between 
carers and the mental health services to begin with, subsequently, and as all 
facilitators have explained they have been receptors of anger by many carers. Wendy 
explained that it can be “tough” and “frustrating”:
Am, it can be tough... it can be tough ...am, because carers can get very
angry sometimes am, and i t ’s not, i t ’s not about you but i t ’s perhaps
sometimes about the lack o f services am, and I  suppose i t ’s difficult
sometimes because I  know what’s going on as far as services are
concerned, I  probably have more am, information and knowledge about 
that than they do am, and services in our area are really dire but you don’t 
want to be constantly am, you know running down services and being 
totally negative, y o u ’ve got to give people hope. I t ’s so important to give 
people hope am, so it can be frustrating.
Regarding coping with their own emotions resulting from the aforementioned 
challenge and struggle facilitators have also explained ways of offloading or coping. 
Julia reported:
“Sometimes i t ’s difficult not to react am, and take things personally but I  
always remind myself that this is not, it is I  represent everybody who’s gone 
before am, and am, people who’ve been unsympathetic and am, yeah so, 
but as, as time goes on and you do hear very am, very thought provoking 
stories as well, so I  think actually ah, yeah, it helps being part o f am, a
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team offacilitators because we do such a debrief with each other as well so 
that helps. ”
Therefore, we see that sometimes the relationship between carers and the 
facilitators might also be facing important challenges; either due to possibly displaced 
anger or other reasons yet every effort is made for the connection and communication 
between them to stay strong. Mary explained:
( )  D on’t turn, you cannot in all conscience turn your back on them. ”
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Fig.3 Acting as Mediators
Acting as mediators refers to the mediation process that is undertaken by the 
group and its facilitators regarding the communication and understanding between 
carers and the services. Since the facilitators’ unique positions allows them to built, 
nurture and maintain important bridges with both parties, it also allows them to adapt 
a go-between role.
Within that go-between role, they explained that a priority is to try and increase 
knowledge and understanding regarding mental health, the caring role and broader
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contexts of the related services. All facilitators pointed out a lack of understanding 
regarding mental health for some of the carers. Anna explained:
( )  "for some people it is all, i t ’s a new language to learn ”
However, in reference to carers’ needs, they explained that a first important 
realisation that they have to facilitate and bring forth is regarding what carers consider 
as their needs.
( )  "carers will always revert back to talking about the needs o f  their 
cared for person and you have to bring them back and say this is 
about your needs (  )sometimes obviously there’s, dovetail into one 
another ( )  if  the need o f the service user is to have am, an STR 
worker coming in to work with them am, then that alleviates some of  
the stress off the carer, am so they certainly dovetail. ” [Wendy]
Apart from increasing knowledge regarding mental health and developing insight 
regarding carer’s inner motives and goals, all facilitators explained also trying to 
provide specific information in an effort to tackle the lack of understanding regarding 
services and in this way to increase and foster carers’ connections with these services. 
Therefore, they try to provide information regarding NHS structure and rights.
f  )  "giving them an insight into what structures and what’s there in 
the NHS and w ho’s who, ah, what their rights are and what they are 
entitled to and why people don’t talk to them, confidentiality and all 
their issues ” [Joan]
Additionally, they try to overcome mental health jargon and inform them 
about carer’s needs assessment.
(  )  "information that perhaps they wouldn’t get from anyone else, ( )  I  
there’s so much jargon to get your head around am, and also to 
explain kind o f a pathway fo r carers am, and let carers know about 
carer’s assessments ". [Wendy]
All facilitators have additionally pointed out that explaining priorities from three 
different perspectives also facilitates important connections not just between carers 
and professionals but between carers and users as well.
(  )  "it’s about enabling them to am, help them, help the person that 
they 're caring for, pick up on episodes before they get to crisis point
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and what is a crisis fo r a carer, what is a crisis for a professional 
and what’s a crisis fo r somebody who is suffering with a mental 
health problem (  )  this is a crisis that I  don’t get any response from  
the professional well, maybe i t ’s not on their scale so i t ’s sort o f  
understanding the mental health from three different perspectives so 
that they don’tfee l let down [Joan]
Apart from information that they try to provide, and always as part of the 
structure of the group, they also provide panel discussions with mental health 
professionals from statutory services. So they go a step further and try to initiate or 
strengthen the connection between carers and services via bringing them in direct 
contact within the group.
( )  “we have a psychologist come in. We have a pharmacist come in. 
We have am, senior social workers, they are absolutely great ( )  we 
do a whole lot regarding your relationship with professionals and 
how we can develop that and how we can make sure that am, you 
know what your rights are as a carer ’’ [Mary]
Mary and Wendy reported that on occasions their role can incorporate 
representation as well, so they go outside the group’s confines and represent carers to 
statutory service meetings. So mediation can also take a different form, it can take the 
form of actual representation in meetings. Wendy explained:
“Am, I  can go along to, if  I ’m invited to CPAs am I  can go am, as 
support fo r the family (  )  also I  think with carers, you know 
sometimes they get intimidated by these meetings and the service 
users do but when you think sometimes you can go into these 
meetings and you can have maybe six people there am, and i t ’s quite 
intimidating am, and also I  find with carers and service users if  a 
carer is under a lot o f stress and strain am, that they find  it very 
difficult to take information in ’’
Apart from informing carers, and sometimes active representation, Anna and 
Wendy explained being actively involved in strengthening the connections by actually 
providing input to staff of statutory mental health services by organising training 
opportunities for them, sometimes along with the help of carers.
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”So another thing that I ’ve done over the years is I ’ve taken carers in 
and w e ’ve done some sessions with the Community Mental Health 
Team on educating, w e ’ve tipped around the working o f the 
professionals and set up a day where w e ’ve done a workshop with 
professionals on how to work better with carers and that, and also 
the really good support that I ’ve had from members o f the 
Community Mental Health Team who do have an interest in carers 
am, has, has formed, you know, has sort o f taken away, that’s much 
better now. Well they have to be, I  mean, their policy is now they 
have to ask, you know, who the significant person is. [Anna]
Anna has additionally explained that due to the strong collaboration between the 
group, its facilitators and mental health services and due to Mental Health 
Professionals’ increased awareness regarding carers, professionals try and utilise the 
group when they want to come in contact with carers.
“we had am, psychologist from [name o f  town] and she’s looking to 
start a group am, she, she does two groups a year with clients about 
the WRAP, the WRAP programme and but sh e’s now because o f the 
work that we do together, sh e’s looking at involving carers in that 
and so she came in on Tuesday night to speak to the carers, explain 
what the WRAP was and to have that, that idea o f  how it could be 
facilitated” [Anna]
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The aforementioned facilitation of communication and awareness for both 
carers and services, leads to the encouragement of continuous connections and 
communication between carers, services and their staff. Empowerment refers to the 
outcome of these groups. All facilitators have explained that they have witnessed an 
improvement in reference to the relationship between carers and mental health 
services which is seen as linked with the carers’ process of empowerment.
This process of empowerment incorporates the carers’ gradual shift regarding a
sometimes self-blaming attitude.
''''they fee l liberated knowing that they haven’t directly caused it”
[referring to the mental health difficulty o f  the person they care for]
[Joan]
It additionally incorporates a shift in unrealistic expectations in terms of the
person they care for.
“they do want services to come in and wave a magic wand and make 
everything go back to how it was before the person was ill and that 
kind o f realisation as well that people are maybe doing their best but 
they can’t match the expectations because the expectations are not 
realistic, so that's quite a shift as w ell”. [Julia]
Hence, a more positive stance which entails a gradual reaching out, fuelled by 
assertiveness, can emerge. Facilitators explained:
“the outcome is that from my experience is that people fee l more 
positive about their own future and the future o f the person they care 
for but they fee l more able to talk to the professionals am, perhaps 
even to challenge the professionals ’cos people are very reluctant to 
challenge a doctor or anybody’s what they say, but we talk to them 
and get them, we don’t want you to challenge we want you to 
question appropriately so le t’s look at how you can do that and 
there’s absolutely nothing wrong with asking for a second opinion 
and asking if  a certain test could be done, whatever that may be 
[Mary]
Joan also explained how self-confidence can be modelled.
“Your confidence can give them confidence ”
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This new found assertiveness which is informed by a new found understanding, 
lays the foundations for the process of empowerment which is interlinked with the 
improvement in the relationship between carers and statutory mental health 
professionals. All facilitators have put emphasis on the importance of fostering and 
maintaining connections and the carer support group which can follow the carers’ 
educational and training group in Rethink can be a part of that maintenance regarding 
a carer’s connections to Rethink, to other carers, and to the wider service network.
Additionally, Helen gave an outlook of some possible steps for carers which 
depicts a journey of gradual assertiveness and empowerment:
” I  think the outcome because o f what I  have learned they are more 
confident now to actually am, take more part in the carer support 
groups to come into to get more involved to say okay, now I  see what 
Rethink is about, the training, now I  fee l I ’m confident enough to 
come into the carer support group ‘cos that’s how i t ’s normally, you  
start in that training and then you moved on to the carer support 
group. From the carer support group you may want to get more 
involved in activities, maybe am, like in the media, you can apply to 
Rethink and say I ’d  like to be a campaigner, so you move from one 
level to the next level to the next level or be a part o f the mental 
health forum where you can, you know, you can have your voice be 
heard in the forum to say this is what I  feel that needs to be aired”.
Indeed empowerment may also include a new found desire by the carers to make 
a difference in reference to a wider social and political context. Julia explained:
“What I  mean really about this empowerment, they go and teach the 
university, they teach now on the induction course fo r staff so i t ’s all 
carers who’ve been through the programme who am, who get into 
those kind o f roles and am, yeah people have written books, you  
know i t ’s all sorts o f things that ah am, and that is really rewarding 
when you see that people have really am, gone on to do things that 
really make a difference as well, not ju st in, fo r them in the care of, 
but actually influencing am, the way carers are treated generally”.
However, another manifestation of empowerment may come in a different form. 
Julia has given examples of carers deciding that they don’t want to be in the caring 
role. Nonetheless, reaching an important informed decision such as this, on what they 
want to do next, can be seen as part of that empowerment.
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“ i t ’s about making the decision and having the choice o f whether to 
care so we do look at that and we have had people who’ve divorced 
and opted out o f o f the caring role because they fe lt they can’t care 
for their husband and their children and i t ’s too disruptive and that 
can’t so we have had where they do choose and coming to the group 
has been part o f that decision making process [Julia]
And as mentioned before, this process of empowerment is closely linked with 
rediscovering or strengthening connections between carers and services and the 
following quote is quite revealing.
“The majority have, have benefited and have and have said so, you 
know, they, they’ve come back and said, if  I  hadn ’t done your course 
I  wouldn ’t have known what to do in such and such a situation and 
all o f them their relationship with the professionals has improved 
and at the end o f the day we are part o f the voluntary sector and our 
aim is to make things better for them if we can and if  it means we 
improve their relationship with the professionals so be i t”. [Mary]
There is another important outcome that facilitators have described linked to the 
strengthening of the communication and relationship between carers and services and 
it refers to the service users themselves.
“lots o f positives come out o f it because they have been much more 
involved and they’ve felt more listened to by professionals, they’ve 
fe lt that they ’re more effective and actually the person that the care 
for, their care has actually improved because am, they’re working 
together with the teams rather than, because a lot o f people have 
reported that they fe lt quite antagonistic towards the mental health 
services before and then by understanding more about it and 
switching their attitude a little bit that actually they find  that 
everything improves ”. [Julia]
Discussion
At this point it would be useful to remind the reader that this research intended to 
explore the experience of facilitators of groups for carers of people experiencing 
severe mental health difficulties generating a localized theory. The analysis of the 
data yielded a major category: Awareness and Communicational Process. The three 
phases of this process includes: establishing connections, acting as mediators and
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empowerment. This process describes the awareness and communicational 
development between carers and statutory mental health professionals and mental 
health services in general, mediated by the carers’ educational and training group and 
its facilitators.
What is being highlighted is the relational and communicational rupture between 
mental health professionals and carers and the facilitators’ mediation effort for 
reparation; a mediation effort which describes the participants’ experience. The 
bridging of the gap seems to be assisted by the facilitators’ effective relating to both 
sides. Therefore, one may wonder what is it in the relating and communicational 
pattern of group facilitators in regards to both sides that is not present in the way 
carers and statutory mental health professionals communicate.
Perhaps what we need in order to understand better this issue is to include in this 
discussion the elements of effective communication. Communication is a two way 
process. Higgs et al. (2005) and the transactional model of communication (Bamlund, 
1970) (as cited in Higs et al. 2005), explain that ‘Effective Communication’ occurs 
when what people intended to say has been heard and those involved have reached a 
point of shared meaning. Among other things, it requires active listening, a 
commitment by the sender to use language in a way that the receiver (eg. family and 
service user) can understand and a mutual willingness to understand the other 
person’s point of view (Higgs et al., 2005).
Hence, effective communication requires parity; parity that comes through a 
common language. Perhaps the facilitators, through the education and training group, 
through their constant contact have managed to create the aforementioned conditions 
of effective communication and have managed to set an example for mental health 
services and its staff. The fact that they may often face, as they explained, emotional 
outbursts from carers in the first stages of their relationship and yet through shared 
understanding their relationship overcame this, it adds to this achievement.
On the other hand, perhaps what we also need to understand is that in many 
respects we cannot not communicate, in the sense that even silence or in this instance 
the lack of or minimum contact between carers and statutory mental health services
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conveys messages as well. What come out of the study was the way professionals’ 
confidentiality regarding service users was sometimes used as a barrier which 
reinforced the lack of contact between carers and professionals. This is an issue that 
previous studies have also pointed out. According to Repper et al, (2006), carers 
frequently say that confidentiality smokescreens result in a lack of dialogue with 
professionals and shortcomings in information sharing. It is often the case that 
changes in policy do not necessarily result in immediate change in practice. Hence, 
carers are often kept ‘outside the loop’, but expected to keep on caring however poor 
their circumstances.
Additionally, when we communicate with others, we're not just telling them what 
we want them to understand, which is the content aspect of our messages, but we're 
also conveying our understanding of the relationship we have with them (Higgs et al.,
2005). Therefore non-effective communication can perhaps also be linked with wider 
negative relational consequences. Through the analysis of the data what came out was 
that the language between mental health staff and carers wasn’t a shared one. 
Additionally, the relationship between carers and mental health professionals assigned 
to care for the service user (informal carer and formal carer), as mentioned in the 
Empowerment section of the results, was often seen as antagonistic by carers.
Indeed some carers maintain the belief that professionals implicitly, or at times, 
explicitly blame them for their relative’s problems (Repper et al, 2007). Perhaps that 
is the case or as Fadden (2006) explains perhaps high caseloads and time pressures are 
also barriers. Additionally, perhaps a question that needs addressing within services is 
regarding our broader understanding of who is the consumer.
In any case, these are not good conditions for the development of effective 
‘partnerships of care’ (Repper et al, 2007). Perhaps these aforementioned obstacles 
need to be highlighted, researched and discussed more in order for services to try and 
overcome them. Perhaps what needs to be emphasized more is that carers have the 
capacity to be ‘experts’ in mental health care and have in depth knowledge useful for 
producing care plans and best management of mental health problems as well as more 
holistic, sensitive and effective packages of care (Nolan et al., 1996, Repper et al.,
2006). Therefore, what is needed is not an expert (professional)-non expert (carer) 
relationship but parity and shared understanding and a relationship between two
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experts; the expert by experience-carer and the field expert-professional. So as to 
become clearer to all sides that carers are a valuable resource. Additionally, a new 
organising principle for mental health services emphasizes on ‘Recovery’ (Shepherd, 
et al., 2008); It represents the convergence of a number of ideas such as 
empowerment, self-management and rehabilitation and perhaps signals a new 
direction and era for mental health services. According to ‘Recovery’, through 
systematic support, service users, feel empowered, and enriched by a sense of a 
personal agency and are encouraged to be involved in service delivery as ‘peer 
professionals’. Perhaps a similar organising principle can emerge for empowered 
carers as well, so as for systematic carer peer support to also exist within statutory 
services as well. If the success in communication between facilitators-who report 
having caring experiences themselves- and carers is any indication, then perhaps this 
tentative suggestion can help in regards to the effort of meeting carers’ needs but also 
to supportively lead them towards self-management.
Counselling Psychologists who constitute an intrinsic part of holistic and self- 
reflective mental health provision, and who prioritise relational aspects of their work, 
can perhaps lead the way within the mental health system regarding information 
providing, policy making and service designing regarding carers but they can also 
lead through example in regards to their communication and relationship with carers. 
Counselling Psychologists can reflect on the effective use and function of 
confidentiality within their work and additionally through their holistic and many 
times integrative formulation, ponder on systemic dimensions and relational aspects 
regarding service users and their families.
Additionally, perhaps continuous professional development (CPD) programmes 
can additionally give more emphasis to issues such as effective communication with 
carers inviting more often carers who are willing to inform and educate through their 
own experience mental health professionals. Additionally, and since Winefield and 
Burnett (1996) explain, pre-qualification training programmes for mental health 
professionals are somewhat lacking regarding contact with carers. Therefore such 
programmes can start providing a lot more information regarding the caring role, the 
appropriate support and the effective delivery of that support as well as provide more 
contact with carers.,
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What perhaps also comes out of this research is the important role of voluntary 
non governmental organisations such as Rethink. Through their effort to fill the gaps 
of the system and to ultimately contribute towards meeting the carers’ needs, they 
prove that they can be worthy of additional socio-political and perhaps financial 
support in order to continue doing important work. Therefore, perhaps we need to 
continue supporting these groups and its facilitators’ efforts of bridging the gaps and 
meeting carers’ needs. However, that does not suffice, statutory mental health 
professionals also need to follow the facilitators’ relating examples in order to try and 
fill the gaps themselves. In that respect the presented study may tentatively serve as 
some sort of complementary guide for mental health professionals’ quest of 
improving services and relationships regarding carers.
Another implication regarding the mismatch between carers and mental health 
professionals that this study brought forth is in regards to the impact of this rupture to 
the carer-care recipient relationship. Facilitators explained examples of a carer-care 
recipient rupture due to confidentiality issues for instance and have also explained on 
the same time occasions when due to improved communication between carers and 
statutory mental health professionals not only the carer- care recipient relationship 
improved but subsequently the service users experienced improvement regarding their 
mental health difficulties. Outcomes such as the aforementioned highlight more the 
importance of an effective carer- mental health professional relationship and perhaps 
subsequently also highlight the important role of the education and training groups 
and their facilitators.
Perhaps further research emphasising on the service users’ perspective and 
lived experience regarding their carers’ effective or non-effective communication or 
general relating with services can shed more light into the matter and can perhaps 
bring forth other unknown aspects of the ruptures. Additionally and more specific, 
further research on the experience of service users whose carers have participated in 
education and training groups can also be of importance and shed light to the benefits 
if any of this group to the carer- care recipient relationship. Furthermore, the 
experience of statutory mental health professionals regarding their relating and 
communication with carers can open new discussions and explore further issues such
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as confidentiality, additionally it can highlight the impact if any, to their relationship 
with the service users as well.
It is also important to acknowledge at this point that the results of the presented 
study cannot be generalised nor infer causal connections, however they do depict 
lived experiences and through their exploration, more insight is generated regarding 
the facilitators’ experience, and process of mediating the communication between 
carers and mental health professionals. One may also wonder what would be the 
difference if any, in the outcome of this study if the participant had not being all 
women. Regardless, summing up, this study’s outcome highlights the important role 
of voluntary non governmental organisations such as ‘Rethink’ and can offer insight 
to academics, but most importantly to practicing mental health professionals such as 
psychologists who would like to be more informed regarding communicational 
aspects between carers and professionals and the possible impact. This study can 
tentatively serve as some sort of complementary guide for mental health 
professionals’ quest of improving services and relationships regarding carers.
Counselling and Psychotherapeutic Psychologists who have this particular 
group of carers as clients, as well informed practitioners who adapt and incorporate 
research findings into their practice towards the benefit of their clients can enrich their 
knowledge by pondering on the highlighted issues their expressed implication for 
practice and the recommended potential future research endeavours. The need for 
flexible interventions that display sensitivity to the complexity of the demands of 
caring and to the importance of the individual’s unique experience goes without 
saying and Counselling Psychologists can be pioneers in an ambitious endeavour of 
an optimum support and empowerment of carers which can avoid pathologising 
caring but also refrain from neglecting its potential challenges. Gavois et al. (2006) 
explain that ongoing contact between professionals and family members influences 
the family members’ process from crisis towards recovery. Therefore, Counselling 
Psychologists and other mental health professionals, by realising the need of constant 
contact with carers and efficient on going support, and through building an alliance 
through offering the necessarily non-judgemental acceptance and understanding, 
perhaps may contribute towards an improvement for the whole family system.
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Personal Reflections
Throughout the past three years I was given the opportunity to familiarize myself 
with research regarding carers and also to conduct two different studies. Looking back 
at it now I can certainly say that it was both an exciting but also challenging 
experience for me. During these three years I had the chance to learn and investigate 
about the caring role in regards to severe mental health difficulties such as psychosis.
My choice of topic, my literature review as well as my two different research 
endeavours are inescapably shaped by my personal interests, and experiences. I am 
very interested in the caring role as I was often placed in situations from a young age 
where I very much needed to be in touch with my inner caring and helping qualities, 
in order to enable significant others in order to provide nurturance and care for me. 
Hence, I can identify with caring and helping aspects and I have developed a 
theoretical but also a clinical interest for them as well. My first contact with carers 
was back in Greece when I was working in a neuropsychiatrie clinic and it was often 
the case that I talked with carers and they would share their concerns with me. My 
interest in the severe end of mental health was sparked around that time that I was 
practicing in this clinic. Perhaps what I find intriguing in psychosis is the fact that it is 
often linked with unusual experiences such as voice hearing which always captivated 
my interest.
The aforementioned can inform the reader about my interest in this field. 
However going to this particular year’s research endeavour, what I need to mention is 
that this year, I additionally had the chance to examine a different aspect regarding 
caring, this time I had the chance to go to the service provision side of caring. 
Therefore, I had the chance to learn more about available interventions regarding 
carers but also about what entails to be the facilitator of a group for carers.
Field work and most specifically engaging with participants is something I find 
quite thrilling. This year’s endeavor was ready to give me challenges but also 
excitement. My challenges this year centered around the recruiting process due to my 
participants’ busy work schedule and my pressing deadlines. However, I cannot be 
more thankful to them for their time, openness and willingness to provide help for me 
and my research project. I need to say that I find their job both satisfying and 
demanding and there were many time that I thought how it could be for me to be in 
their shoes, thinking about my future post-qualification career and the available
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options for me. I believe that their zeal and love about their job was manifested to me 
through their eagerness to provide me with written material and also through giving 
me tours to Rethink offices and particularly showing me the facilities and materials 
available for carers and the group.
What I also believe is important of mentioning is that as an emerging 
chartered psychologist hence a mental health professional myself I was able to gain 
awareness regarding a possible blind spot, namely my lack of contact with carers of 
my own clients in the CMHT where I work, seeing that the outcomes of my 
investigation were apparently striking close to home in some sense. I definitely 
believe that this research had a direct influence in the way I want to practice as a 
future professional, always trying to incorporate broader systemic understandings in 
my way of working and thinking.
Furthermore, I also need to mention that I do recognize that the analysis of the 
data is without a doubt a subjective process that engages my own conceptual 
frameworks of understanding, and exactly because of that, my feeling of 
responsibility was a constant companion. Apart from the field work and the analysis, 
I had to bring everything together in my report, engage in a discussion and try to 
ponder on the research outcomes. I think that that was a great challenge for me in this 
endeavor. Trying to bracket the potential influence I might have had with the data 
during the analysis was intricate, however condensing a work of several months to 
some pages, to a specific number of words was equally challenging. None the less I 
do believe that this challenge is educational on its own.
Yet again, another year that I have concluded a piece of research feeling tired 
but proud of myself, not because I arrogantly think that I offer more to this research 
domain than I do, but because I think my personal and professional investment into 
this project has brought forth personal and professional growth for me once again.
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Appendix 1 
Interview Schedule
Thank you for agreeing to take part in this research I am conducting.
As I explained before it is anonymous and we may stop at any time.
I’d like to start with some background information if you don’t mind.
What is your professional background?
What are your specific qualifications?
Have you run any other types of groups before?
1) I wonder, could you please tell me how long have you been a facilitator?
2) What led you become a facilitator of these groups?
3) What is it like to run these groups?
(Prompts depending on answers)
4) What would you say are the objectives of the groups?
(Prompts depending on answers)
5) More personally, what would you say is your experience of facilitating these 
groups?
(Prompts depending on answers)
6) In your experience what is the outcome of these groups?
(Prompts depending on answers)
7) What would you recommend to people wanting to become facilitators? 
(Prompts depending on answers)
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Appendix 2
Redesigned Interview Schedule
Thank you for agreeing to take part in this research I am conducting. 
As I explained before it is anonymous and we may stop at any time. 
Td like to start with some background information if you don’t mind.
What is your professional background?
What are your specific qualifications?
Have you run any other types of groups before?
1)1 wonder, could you please tell me how long have you been a facilitator?
2) What led you become a facilitator of these groups?
3) What is it like to run these groups?
(Prompts depending on answers)
4) What would you say are the objectives of the groups?
(Prompts depending on answers)
5) More personally, what would you say is your experience of facilitating these 
groups?
(Prompts depending on answers)
6) In your experience what is the outcome of these groups?
(Prompts depending on answers)
7) What would you recommend to people wanting to become facilitators?
(Prompts depending on answers)
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New Questions
Some facilitators have described being receptors of carers’ feelings. I was 
wondering what is your experience regarding this, if any.
Some facilitators have described a discrepancy regarding how carers, users or 
professionals view the same events. I was wondering if you have something to add 
in reference to this.
Some facilitators have described this group used by carers on some occasions as a 
forum for exploring their broader communication or lack thereof with Mental 
Health Services. I was wondering what is your experience regarding this, if any.
Some facilitators described some personal incentives regarding becoming 
facilitators of these groups. I was wondering if perhaps this is the case for you as 
well.
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Appendix 3
Facilitators Professional Qualification Years of running the 
Rethink groups
Anna (carer herself Carer Support Worker for 
Rethink
10 years
Helen (carer herself) Carer Support Worker for 
Rethink
2 years
Joan Occupation Therapist 
working for Rethink
6 years
Mary (carer herself) Mental Health Nurse 
working for Rethink
10 years
Julia Mental Health Nurse 
working for Rethink
10 years
Wendy Counsellor (private 
practice) /Line Manager 
for Rethink
15 years
191
Appendix 4
UNIVERSITY OF
SURREY
School of Arts and Human Sciences, Psychology 
PsychD Psychotherapeutic and Counselling Psychology
Title of the study: The experiences of facilitators of groups for carers of
people experiencing severe mental health difficulties.
Researcher: Maria Makridaki,
Supervisors: Dr. Dora Brown and Dr. Mark Hayward
Information Sheet
This study is conducted in partial fulfilment of the PsychD programme in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. It aims to 
explore the experience of facilitators of groups for carers of people experiencing 
severe mental health difficulties. This study’s objective is to contribute to a better 
understanding not only of the carer’s needs and helpful ways of meeting them, but 
also to enhance professional insight regarding the facilitator-carer relationship.
The need for flexible interventions that display sensitivity to the complexity of the 
demands of caring goes without saying and the input and experiences of this group of 
providers can contribute towards the improvement of such interventions.
Participating in the study will involve taking part in an interview of approximately 
one hour. The interview will be audio-recorded and transcribed by Maria Makridaki. 
The audio-recording and the transcript will be used solely for the purposes of the 
study. To preserve your anonymity, your name and any other potentially identifying 
details will be changed. The audio recording and the transcript will be held securely at 
the University of Surrey and will be destroyed six months after the end of the study.
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Your participation in this study is voluntary, you may decline to answer a 
question, modify your contribution or withdraw from the study at any time. You may 
also request at any time for your transcript and recordings to be destroyed.
Please ask any more questions you may have.
Further questions or concerns
If you have any further questions or concerns, please contact:
Maria Makridaki; m.makridaki@surrev.ac.uk 
Dora Brown: Dora.Brown@surrey.ac.uk 
Mark Hayward: M.Hayward@surrev.ac.uk 
Telephone number: 07795331440
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Appendix 5
UNIVERSITY OF
SURREY
School of Arts and Human Sciences, Psychology 
PsychD Psychotherapeutic and Counselling Psychology
Title of the study: The experience of facilitators of groups for carers of people 
experiencing severe mental health difficulties.
Researcher: Maria Makridaki,
Supervisors: Dr. Dora Brown and Dr. Mark Hayward
Consent Form
This study is conducted in partial fulfilment of the PsychD programme in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. It aims to 
explore the experience of facilitators of groups for carers of people experiencing 
severe mental health difficulties.
Please read the following paragraph and if you are in agreement sign below.
I voluntarily agree to participate in this study exploring the experience of facilitators 
of groups for carers of people experiencing severe mental health difficulties. I have 
read and understood the information sheet and consent form provided to me and I 
consent to take part in this study understanding that I may withhold consent now or at 
any later time during this study. I also consent to an audio-recording and to the 
transcription of the recording for the purpose of the research.
Name of participant : (Printed)
D ate:......................................................Signature
Name of researcher: (Printed)
D ate:......................................................Signature
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Appendix 6
Instructions To Authors
MANUSCRIPT SUBMISSION 
MANUSCRIPT STYLE
The language of the journal is English. 12-point type in one of the standard fonts: Times, Helvetica, or Courier 
is preferred. It is not necessary  to double-line sp ace  your manuscript. Tables m ust be on sep ara te  p ages after 
the reference list, and not be incorporated into the main text. Figures should be uploaded a s  separa te  figure 
files.
During the subm ission p rocess you m ust enter the full title, short title of up to 70 characters and 
nam es and affiliations of all authors. Give the full address, including email, telephone and fax, of the author 
who is to check the proofs.
Include the nam e(s) of any sp o n s o r(s )  of the research  contained in the paper, along with g ran t 
n u m b e r (s ) .
Enter an a b s tra c t  of up to 250 words for all articles [except book reviews]. An abstract is a  concise 
sum m ary of the whole paper, not just the conclusions, and is understandable without reference to the rest of 
the paper. It should contain no citation to other published work.
All articles should include a Key P rac titio n e r M essage  — 3-5 bullet points summarizing the 
relevance of the article to practice.
Include up to six keyw ords that describe your paper for indexing purposes.
Retrieved by :
http://www3.interscience.wilev.com/ioumal/5885/home/ForAuthors.html
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Appendix 7
Transcription Participant IV - Transcription
M = Maria
F = Female Voice
F2 = Female Voice 2
?? = words that cannot be made out
// = interruption
M: Thank you for participating, I would like to remind you once again that it’s
anonymous. So am, I’d like to start this interview with som e background information 
i f  you don’t mind so am, what is your professional ah background.
F: M y professional background is that I’m a registered mental health nurse. Am , and I
did my training back in the 70s and I’ve also worked within learning disabilities and 
general nursing as w ell but I opted for mental health. I worked for the NH S for many 
years. I left the N H S in 1994, went to work for M ENCAP, left M ENCAP in 2000
and have worked for Rethink ever since.
M: Alright and have you had any type o f  experience w ith running different types o f
groups before?
F: Y es, yeah I am, as, certainly as a ward sister w e ran groups for both staff and for
resident patients as ?? psychiatric setting am, and as a senior nurse am, I was 
responsible for both students and for staff and ensuring their training was up to 
scratch and at the moment am, with M ENCAP I ran a group for volunteers, which  
was a challenge and for Rethink I run carer training days for ah, carers.
M: Okay, so how  long have you been running these groups for carers?
F: Ten years.
M: Ten years. So what made you becom e a facilitator o f  this particular group?
F: The idea w as that the carers would run it them selves but these were carers w ho were
quite, these w ere older carers who really didn’t want that, they wanted som ebody  
there that they could talk to and talk things through with so I said w ell I would  
facilitate it. The second group am. Rethink asked to consider setting one up ah and 
ah, my then boss approached me and said would I do it so I did, I talked to am, the 
manager, one o f  the centres, yes she wanted the carer group to set up and ah, but 
there’s a lot o f  research done about the benefits to carers from working within a group 
and m ost o f  it centres around the fact that they get a lot o f  peer support and it lessens  
their isolation. I f  you see people on a one to one basis, that’s great and they really  
appreciate that but i f  you encourage them to get into a group setting am, and 
discussed what they’re going through with other carers, i f  certain lessons there are ?? 
couldn’t take their problems ? going into but just makes them feel a bit more 
confident about facing the next day knowing they’re not the only person out there. 
The third group that I ran am, resulted as part o f  the carers education and training 
programme that w e do am, that was evolved out o f  that, the carers wanted to m eet on 
a regular basis am and I said yes, I work a facilitator group for them am, which is//
M: So it evolved actually out o f  the educational training programme did it?
F: Y es, and a lot o f  the carers ? the first two or three groups way back am, have am,
developed their own friendships and their ow n support mechanisms, they ring each
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other up and they and a couple o f  them have becom e v e iy  good friends and go to their 
kids weddings and christenings and have becom e very good friends because o f  that 
but they still keep in touch and they still com e along to the groups from tim e to time 
and som etim es i f  I know  I’ve got a few  new  carers com ing then I’ll actually ring 
them and ask them to com e along especially those who, ‘cos they’re m ainly parent 
carers, especially those w hose children are in recovery and doing w ell, to send out a 
positive m essage that you know this isn’t the end, the bee all and, it isn’t the end o f  
everything, there is life after psychosis i f  you like and that works really w ell am, we, 
one o f  the things w e do find is that am, I have a couple o f  am, young service users 
w ho com e along, one is getting married ?? and the other one has now got a 
professional trade and learned to drive and they get the positive side o f  it. They still 
talk about when they start to becom e unwell, what tools they use to help them selves 
and what has helped them and that’s very good, that’s very positive for the carers as 
w ell.
M: Y ou ’ve mentioned psychosis am, is it that that the case in your group? Are you
particularly dealing w ith ...
F: Am , it is very, very mixed. What is quite clear and I guess in the profession w e know
that you don’t have to have schizophrenia to develop psychosis. It can develop i f  
y ou ’ve got bipolar, under any other thing if  you like. But psychosis always seem s to 
be the one that people want to talk about. They want to know how  to deal with the 
difficult behaviour that’s around. What do w e mean by positive and negative 
symptoms, all these kinds o f  things you know and you know w hy does he shut 
him self in his bedroom for days at a time. W hy w on ’t he talk to me, w hy w on ’t he 
tell me what’s wrong and trying to go through that particularly with parents am, 
because they are absolutely devastated i f  there’s a, the word schizophrenia as w ell, 
w e tend to use less and less because it automatically makes people think God they’d 
be better o ff  i f  they were dead, you know schizophrenia is dreadful. T hey’re going to 
turn into this mad person that’s going to go around attacking people and just to get 
through.
M: So you tend not to label..
F: Y es, very much so, very much so and w e need to get rid o f  those am, and certainly
ah, m ost o f  the psychologists and psychiatrists that I work with try to avoid using 
schizophrenia i f  they can and I think that’s right. I think, you know, one o f  the 
reasons that Rethink changed its name w as because o f  schizophrenia.
? takes tw o steps back and thinks oh m y God, you know am, and the person them selves, 
they don’t want to be labelled. I also appreciate that from a carer’s perspective, it’s 
important to have a diagnosis. They need something that they can connect with. 
They can hand a hat on and say good ?? our advice is yes by all means but talk to 
som ebody about what you ’re really doing.
M: Am  when the group mentions that it’s about carers ah that are faced with you know
severe and enduring mental health difficulties?
F: Psychosis plays a big part in our education group. But I say it doesn’t matter what the
diagnosis is there’s evidence o f  psychosis, m ost severe enduring mental health issues 
and som e people you know unfortunately som e o f  the younger ones may be it’s a 
drug induced psychosis or whatever it is am, and ah. I’m also very lucky that I’ve got 
a young man w ho suffered very badly with a drug induced psychosis and he com es 
and talks about it.
M: I was wondering what is it like for you to run these groups?
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F: Am, I find it am, if s something I look forward to. I find it, I always learn something
from it anyway. The content of each course does not vary very much. There will be 
some changes because it depends on the needs of the group am, but the basics don’t 
change and what we might do is ah, perhaps do more on one thing and less on another 
depending on what the groups needs.
M: So it can depend on what the group also wants.
F: Yeah absolutely.
M: So you have that flexibility too.
F: Oh absolutely yes, you can’t, it’s not written in tablets of stone. It’s got to be flexible
so you can give it your care and am, the only things that perhaps isn’t flexible is the 
speakers that we have in but we only have them there for about forty-five minutes or 
an hour so apart from that it’s really flexible, but even then speakers are very flexible 
as well ah, a ? psychologist that comes along am, she [laughs] invariably starts off on 
one subject and then realises that actually that the group wanted something else and 
so she’ll change so it’s very good.
M: So is this psychologist one of the facilitators or?
F; No, no, no. She is one of the invited speakers. She actually comes in to actually
speak at a particularly carer training day and she’s always done it and she’s very good 
am, and she brings great handouts and much appreciated am, on the panel day that’s 
different. She may come along but sometimes it will be different people in perhaps it 
just depends on what the carer, the group they want to talk. What do I get out of it? 
Am, a great deal of satisfaction, personal satisfaction knowing that actually at the end 
of the course the carers themselves feel better about themselves and their carer’s 
responsibilities am, it doesn’t happen immediately after the first session usually 
there’s another oh my God you know am, is it worse than I thought, is it better than I 
thought, how do you feel about it? But we always end the session on a positive note
and always start the next one on a positive note am and so that always helps it’s, you
can’t leave people hanging, you know, with tales of doom and gloom. We feel we’ve 
got to end on a positive note all the time.
M; So you try to maintain a positive note but you also mentioned the carers experiencing 
some sort of initial wondering or confusion?
F: Am, now I don’t think, because obviously they know the situation they’re in, I think
what it is with most of them, it’s the first time they ever actually speak out loud about 
their own anxieties about what they’re going through, about the effect on the family 
and they’ve never spoken about it before am, and there’s often tears and all sorts. 
What we say to everybody that we expect this and if that’s what they feel that’s what 
they’re gonna do and if they do leave the room am, we will follow them but not to 
drag them back in but just to make sure they’re okay and it’s okay for them to feel 
this way and then come back in whenever they’re ready and that always works. I’ve 
never had anybody say oh I’m never coming back am which is positive. I’ve had one 
person say I really think I’ve got to go home now but they come back the next time, 
they might have left early but nobody’s ever not come back.
M: So you find carers attending quite well these groups..
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F: Yeah, yeah, very good. What, what w e do, w e do ? because I do five days over six
months usually because there’s a holiday season in between and, and w e say to all the 
carers it is in your interest to com e to every day i f  you can am, and i f  for any reason 
they can’t perhaps they’re on holiday or whatever am, w e invite them to com e back to 
another course to do that day// ?? Am , dropout rate out of, am, the groups vary 
between ten and fourteen participants. One at the m ost w ill drop out another time am, 
and w e work very hard on their first day am, to ensure that they feel comfortable with 
everybody am you know. I’m very lucky in m y co-presenters and my co-trainers that 
they’re all experienced people ? the dynamics o f  the group and w hat’s going on and 
how  w e can use that in a positive w ay am, w e ’ve only, at the top o f  my head w e ’ve  
only ever had tw o sessions over the ten years and two carers really get angry with 
each other.
M: Each other?
F: Yeah am, w e usually recognise it’s on its w ay and diffuse it.
M: You know som e facilitators have described being receptors o f  carers’ feelings. I was
wondering what is your experience regarding this, i f  any. Have you had a similar 
experience?
F: I think so because I’m a carer as w ell so som etim es it, it can be am, quite hard. I had
four trainers, there’s m yself, another carer w h o’s also a care support worker am, and a 
mental health nurse w ho is not a carer but w e ’re experienced so w e balance each 
other very w ell. I do find it hard, particularly i f  som ebody’s relating a sto iy  that is 
very familiar to me and I think you know, be professional here, you know, it’s very  
hard som etim es not to say, not to sympathise too much.
M: I see, I see. What would you say are the objectives o f  the group?
F: To enable, is to help the carer, m ainly to help the carer com e to terms with what has
happened to both them selves and the person they care for. Educate them in, in how  
they can deal with the situation on a day to day basis. To offer them ongoing support, 
that’s what they feel that they need on a one to one basis or through a carer group ??? 
feel it’s their fault and i f  they had done something different, their son or daughter 
would not be ill which w e know is absolute nonsense. It doesn’t work that w ay but 
the guilt that many people carry is with them for life no matter what you say and they 
feel v e iy  guilty about you know what is happening to their son or daughter, what i f  I 
hadn’t gone back to work when he w as six  would he have been alright you know. 
There are other factors, you can’t just blame one thing. You know, i f  you, i f  you  
don’t smoke it’s less, i f  you ’re less overweight it’s less, all these sort o f  things then 
w e also hear o f  other people w ho live fantastically healthy lifestyles and still get it so  
w e still can’t say it w as definitely this, w e can’t say it’s definitely not genetic. W e 
can’t say it’s definitely attributable to living next to pylons, you know, w ho knows 
am, but I think that helps them, although som e I really want to know what the cause 
o f  it, the majority w ill say that is what helps them knowing that w e don’t attach any 
blame to them. I mean back in the sixties w e did. The mother got all the blame for 
the children’s ills ah, w e know now  that isn’t so and certainly when I did m y training 
am, the types o f  R.D. Lang and that were encouraged to read his book you know  and 
it, you know, you look back now  and halfways through m y training it w as 
subsequently pooh poohed and those sort o f  things unfortunately still linger am, and 
the other thing is that w e tiy  and get them to do which is really positive is talk about 
it. You don’t want to bother your fam ily and go on to your friends for ever and ever 
that’s w hy w e have a group for you, you can com e along, you can talk to us about it.
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W e’re here to listen about that one thing and that’s why w e encourage them to com e 
along to the groups afterwards to the carers groups yeah. And it’s very important ?? 
but really it, it, it’s about helping the carer see that it isn’t the end o f  everything ‘cos 
many carers just give up everything to look after the person they care for am, and it’s 
encouraging them to look at, look at it, yes w e know  that this person is unwell, what 
i f  they hadn’t been unwell, what would they be doing. H ow  can you normalise what 
they’re going through ?? for yourself that you know I think w e have a very good  
advert out at the moment. Ruby W ax does it, one i f  five people have dandruff, one in 
four have mental health problems, I’ve had both, you know, it is as normal as that, it 
is everyday life and it’s only because w e don’t talk about it that w e don’t realise am, 
one o f  my carers he was am, he got fanatic and he just hadn’t, he didn’t go to 
som ething he was supposed to go to and when I asked him about it he said oh his 
daughter w asn’t w ell and som eone said oh what’s wrong with her is she alright, oh 
she’s got a bit o f  a mental health problem, really so ’s mine, you know, and now  these 
four guys that play together, golft all have a child w ho has a mental health problem  
and they never, they’ve been playing g o lf  together for years before they could talk 
about it and I think that, w ell I think it is sad that there are but it’s positive for them  
because they, it normalises what they’re doing, chatting about their kids you know, 
because the other thing that w e do, w e don’t do it very often ‘cos w e don’t have the 
facilities but w e ’ll probably have a barbeque in the summer and a Christmas get 
together and, and it’s usually the dads that say it not the mums, they’ll say it’s just so 
nice to sit down in a social situation where som ebody asks how ’s your son and you 
can be honest and say w ell about his problem but in normal, when they go out 
perhaps to a function, I don’t know with people w ho are not involved in mental 
health, h ow ’s your son, he’s okay and change the subject.
M: I w as wondering, can you tell me more about your collaboration and your relationship
with the other co-facilitators?
F: It’s very good. One o f  them did the course herself am, ten years ago, she was one o f
the first to do it. N ow  she works within carer services herself. The other two am, one 
has been a co-facilitator almost since the beginning and took it on board because it’s 
som ething she feels passionately about, fam ilies and the other one am, became 
interested because the other one w as doing it and she was always talking about it and 
wanted to know what, so they’ve done the course, they’ve done the course that 
Rethink for co-facilitators am and am, yeah so continued to, to being involved and 
want to be involved. I’m very, very lucky in that way, they are so committed to it. 
They are excellent, excellent. Can’t praise them highly enough all o f  them, brilliant. 
In fact one o f  them, w e ’ve got, say w e start next week, sh e’s on her last day o f  work 
?? her daughter is getting married, she’s still com ing, sh e’s still going to do it ‘cos her 
daughter, her daughter is getting married on Saturday and she’s got the daughter’s 
dog w hile the daughter’s on honeym oon and this dog is not used to being left on its 
own so she’s says what can I do and I said w ell you can bring the dog with you or 
you can reduce the time you com e because it’s the first day she’s am, she’s only got 
ah, a limited amount to do the first day and I said what I would like you to do is i f  
you can com e for the first tw o hours so the group get used to you . Y es, she said I’ll 
do that, that’s great. She said in the afternoon if  that’s alright and I said yeah, that’ll 
be wonderful.
M: I see. So what kind o f  challenges, i f  any, do you have in running these groups?
F: I think the diversity o f  the people that com e along to it can be quite challenging am,
and in terms o f  individuals, men are more challenging than wom en. M ost of, 
particularly i f  they’re couples com e along I find the men tend to want black and white 
answers to everything. They want facts and figures. They want this kind o f  thing.
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M: They want som ething more tangible?
F: Yeah, whereas with me, particularly mums are more involved with the emotional side
o f  it and how to cope with that. Whereas dads w ell i f  he w on ’t get up in the morning 
how  can I get him up. Whereas mum w ill say w ell why does he want to stay in bed, 
w hat’s wrong with him? And dad wants him to do something.
M: D ifferent w ays o f  seeing the situation different approaches then..
F: A bsolutely yeah am, and usually at the end o f  the course w e, w e ’ve reached a
com prom ise i f  you like about things like that and compromise isn’t the right word but 
there’s an understanding that actually som ebody doesn’t do these things just to be 
awkward and bloody minded they genuinely cannot help the way they feel and the 
reason they might stay in bed or might stay up all night and sleep all day, there are 
reasons behind that and once w e get into, accept that, to understand that they’re not 
doing it just to be bloody minded am, then w e can work on all the rest o f  it and the 
aim o f  the course at the end o f  the day is to support the carer and help them get their 
life back and feel able to do that ‘cos it’s very much with carers to start with, it’s like 
treading on eggshells. They feel, i f  both o f  them work mum might have given up 
because they can’t leave the person and they walk around tiptoeing and don’t put the 
television on, don’t do this and don’t do that and what w e aim to do is to, to look at 
they’re entitled to their life yet it’s a tragedy this person is unwell but you cannot 
treat them so they’re that different you can’t do that to yourself, help them plan ahead 
for them selves. Look at perhaps yes you could go on holiday, how can w e help you  
plan for that? Y es, you know w hy shouldn’t w e have, go back to work or and i f  you  
ask your work yes it’s okay for you to say to your boss I need to take a w eek o ff  
because o f  and how  w e can help your daughter with that.
M: It’s about attending their personal needs as w ell..
F: Y es, yeah, it’s important I mean, because y o u ’re there to offer a service, w e ’re not
there to provide support for the person w ho is unwell. W e’re there to support the 
carer. Som e people am, can take it on board, som e can’t and I’ve had a couple, two  
or three people repeat the course after tw o or three years ‘cos they feel they want to 
and they want to com e back to it and ah, no problem with that, ?? h e’s hoping to do 
am, w ell a young guy that com es, h e’s done two lots now, five years apart but he 
needed to do the second lot as w ell and the second lot w as he’s, he says more 
beneficial because all o f  a sudden it started to make sense to him, what he w as doing  
so you know that was good as w ell and som etim es different for every slightly  
different way o f  working.
M: So according to your experience carers find it difficult to differentiate between their
own needs and the needs that they have in terms o f  the person they care for..
F: Y es. Y es quite often you com e across that because you, when w e do ah, w e do a little
bit o f  role play am and am, i f  you like w e do som ething the right w ay and a wrong 
w ay and get them to tell us what they feel about it. W e don’t get them to do the role 
play, w e do it.
M: Oh you do the role play.
F: And w e get them to, you know, study it perhaps and it’s quite often am, they’re doing
som ething because it makes their life easier or because they feel so guilty that that’s
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the only way they can cope with it so you, you sort of turn it around and say okay but 
we’re doing that, who are you doing this for? Are you doing it for you or are you 
doing it for Fred? You know what are you doing it for? And when we look at am, 
think of an example, in the sessions that we do. Oh my brain’s gone. What do we 
do? It’s something like am, ..If somebody is laying in bed all day and you want that 
person to get up who do you want them to get up for? Do you want them to get up 
because you don’t think it’s right they’re staying in bed or do you want them to get up 
because you want to make the bed, or why are they staying in bed? Are they doing it 
to upset you because you know it winds you up because they’re staying in bed all 
day, you know, look at why we’re gonna get this person out of bed earlier. Is there a 
reason? If it’s on a Saturday or Sunday most teens and twenties will stay in bed all 
day if you let them anyway ?? that’s just the way it is and it’s not unreasonable to say 
okay come on it’s one o’clock, I think you should get up now or you won’t be able to 
sleep tonight. That’s a perfectly reasonable suggestion to give somebody am, but is it 
reasonable to say I’m sick of you lying in bed well, you know, you might be but 
that’s their problem am, and it’s just trying to get them to work through this in a 
different way and think about why are you doing something or we can always give 
them or we get them to give us a problem, usually split them into two or three groups 
depending on how many we’ve got and get the group to come up with a problem that
is a problem for that group and then work through it looking at who is this problem
for?
M: What’s usually the most, the most usual problem that carers come to you with?
F: Am, the biggest problem, there are two really I think, one is the fact that they’re a lot
ah them will turn night into day and they’re up all night and they’re disturbing the 
rest of the family and that sort of thing and the other one is can be about am, the ah, 
the disordered thoughts that people come out with and the fact they know you can’t 
have a television on because then you know somebody will know I’m here and those 
messages will start coming again or no I can’t go to the bank in daylight because that, 
the cameras will see me and that kind of thing am, and the other one is sometimes the 
difficult bit, people are very anxious or very worried about challenging the ideas and 
they don’t know how to do it so they tend to let somebody get away with stuff, rather 
than being able to set reasonable boundaries and say what is acceptable and what 
isn’t, you know, they find it very difficult am, and if it’s something they don’t think 
of we say to somebody it’s okay to accept that somebody hears voices you can’t deny 
they hear voices because it’s real to them what you can say is I believe you do but 
you have to understand I don’t hear the same ones that you do, so you’re accepting 
what they feel is real but at the same time saying to them it isn’t real for me and that’s 
something we’ve got to go upon and it’s veiy hard for them to do that, they find, they 
either find it one way or the other, they either challenge it and say don’t be so bloody 
stupid of course you don’t hear voices, you know, are you mad or something? Or 
they just let it go and they never set any kind of boundary which then, of course, leads 
to all sorts of problems because am, you know, perhaps one, if it’s a family unit, 
some people might be out of work all day and one person’s left at home to deal with 
it all the time and the stress it puts on the relationships within the family are 
incredible am, and you know I know one family that their younger children moved 
out, they couldn’t cope with it but that was partly am, nobody would talk about it and 
they were embarrassed to bring their friends, her friend’s home because they had a 
nutty brother you know and this kind of thing so it’s veiy hard that the pressure on 
families is unbelievable at times.
M: So in your experience what is the outcome of the groups?
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F: Am , it’s a very, the outcome is that from m y experience is that people feel more
positive about their own future and the future o f  the person they care for but they feel 
more able to talk to the professionals am, perhaps even to challenge the professionals 
‘cos people are very reluctant to challenge a doctor or anybody’s what they say, but 
w e talk to them and get them, w e don’t want you to challenge w e want you to 
question appropriately so let’s look at how  you can do that and there’s absolutely  
nothing wrong with asking for a second opinion and asking i f  a certain test could be 
done, whatever that may be.
M: So the relationship with the professionals is an area o f  change in a way.
F: Y es oh very much so yes and w e always get ah, as I say, w e have a psychologist
com e in. W e have a pharmacist com e in. W e have am, an approved mental health
professional com e in and the tw o o f  them having a brilliant, both senior social
workers are absolutely great and am, and a social service user com e in and w e do get, 
w e look very c losely  am, w e do a w hole lot o f . ,  on your relationship with 
professionals and how  w e can develop that and how  w e can make sure that am, you  
know what your rights are as a carer. O f course confidentiality is another big issue.
M: Is it?
F: Every time. Am , I think w e ’re fairly fortunate now  in [locality] that another o f  the
older professionals, certainly with the older type psychiatrists, w e rely heavily on the 
medical m odel and they’re retired and moved on so people are more and more 
w illing, although w e still have a long w ay to go to discuss things with fam ilies ‘cos 
w e maintain am, that you cannot hide behind confidentiality. You may not be able to 
say to som ebody your son is on A , B & C m edication but i f  that person’s com ing  
hom e to live with you, you need to know what type o f  m edication they’re on so 
because there may be side effects that you need to be looking up or, so you know, w e  
say you can’t, som ebody might say they’re com ing out o f  hospital, you can’t tell my 
mum anything and m y response to that is you can’t, i f  w e can’t tell mum anything 
how  can mum help you get better? Mum needs to know certain things and it would  
help i f  mum could tell, i f  w e could tell mum what type o f  m edication w e ’re on and 
what the plan is for you for the future in the short term and that would help mum help  
you.
M: Oh I see. So what would you say is the m ost important thing they take away from the
groups?
F: The m ost important thing, I think a b e lie f that as parents particularly they’ve nothing
wrong am, and that they had the confidence to carry on caring or stop i f  that’s what 
they want to do am, you ’ll find very few  carers w ho actually admit they don’t want to 
be a carer but a lot o f  them want a break from it and they’re w illing to do it i f  they’ve  
got the support am, but a lot o f  them over the years have not had that support but I 
think it’s the confidence to be able to say I can cope with this because I know now  
I’ve got support and I can go back and som ebody w h o’s there at the end o f  the phone, 
just to talk to people, just to say okay alright I’ll com e out and see you, give me, pop 
in next w eek, is that alright and put the kettle on and that’s all they want really just 
som ebody that they know w ill listen to them and w on ’t judge them.
M: Right..right.. Something else that came up from m y interviews w as a discrepancy 
regarding how  carers, users or professionals v iew  the same events like a crisis. I was 
wondering i f  you have something to add in reference to this.
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F: Y es, yes very much. W e I suppose in som e respects unfortunately w e ’re mainly a
nine to five service am, but you, it depends on ah, what w e encounter. I have 
som etim es said to a carer you can ring me up until eight o ’clock at night i f  I think 
there’s been a problem that I know or so you can ring m e Saturday morning up until 
such and such a time, very selective with that am, but yeah, the crisis for the carer is 
quite different, quite often the service user, the crisis ? is the fact they’ve run out o f  
m oney and got no fags. That’s a crisis. Yeah and ah, but the crisis for the carer is the 
fact this person w h o’s banging round the house, shouting and you know  you ’re 
frightened for yourself, for other people in the fam ily and all you get at the end o f  a 
phone is call the police, which is not what you want to do ah, and I guess a crisis for a 
professional I think, from m y point o f  v iew , would be i f  som ebody w as threatening 
self-harm or harming other people, that would be, you know, w e always say to the 
carers, even at the start o f  all our training groups that everything is confidential and 
w e w on ’t share it with anybody unless you say to us you gotta go home and you can’t 
take it anymore, then w e would have to share that information with som ebody. I 
think the worst situation I ever had was a lady I went to see in the evening ‘cos she 
worked all day and she told me that he had booted her car. She had a hosepipe and 
when I’d gone she and her son were gonna go to som e remote spot and she brought 
out the hosepipe to me, the tw o o f  them were gonna end it and I thought mmm okay 
so, I w as fortunate, I stayed there for about three hours and then I said to her right 
what are you gonna do now, so she said I don’t think I could do it. I said okay you  
give me the hosepipe, you give m e all the stuff. I said and I’m going to ring social 
services so she said must you, I said yes I must because i f  I walk away from here and 
som ething happens you can’t cope with again and I ’m not available, you need to 
know that som ebody w ill back you up and support you.
M: I suppose that was quite a challenging situation for you as well?
F: The ground could sw allow  me up, I thought please what am I doing here [laughs].
A nyw ay that was the scariest thing I’ve ever done and I had to put up with and I’m 
delighted to say the people concerned are doing fantastic, son got back to uni, did his 
degree and it’s absolutely wonderful, you know, he still has, he still has problems but 
he now  knows how  to deal with them and he knows he’s got the support out there and 
mum does as w ell.
M: W hat’s the m ost difficult thing you think that they may have a hard time grasping in
these groups?
F: W hy can’t you cure him? W hy can’t you give him a pill to make it all go away? And
o f  course w e can’t// what can you do? this is w hy I think I’m very lucky with the 
professionals that work with me is that am, that they’re honest and I think that’s the 
only w ay you can be, you ’ve got to be honest, you ’ve got to be realistic. There is no 
pill, i f  there was a pill that took away this, honestly I w ouldn’t be here talking to you. 
I’d be sunning m yse lf in the Caribbean [laughs] having made m illions. There is no 
pill that w ill take it all away. There’s a combination o f  therapies, m edication and 
support that can work.
M: So that’s how  you handle this sort o f  despair by honesty.
F: Y es, yes absolutely. N o point in bullshitting them because they’ll see through it
eventually am, so you ’ve got to be honest with them and say no, there isn’t any, and 
then they’ll say w ell w hy do w e bother giving medication then? Because at the end 
o f  the day it helps relieve som e o f  the symptoms. It might make them less depressed. 
It might make them calmer and this opens the doors for other treatments to com e in
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and say look you know do you remember when you were so angiy you smashed the 
place up and what about the vo ices, no pills w ill take away the voices, what it does is 
get the person into the right frame o f  mind where w e can help them deal with those 
voices. W e can’t, no pill w ill take it away. And another thing som e carers can be 
quite difficult to handle in the sense that they don’t get, I have given them all the 
information, all the written material and they would go you never did. A h h ...
M: H ow  do you handle personal challenges?
F: Go back in the office, stamp my feet and shout, don’t go hom e and kick the cat ‘cos
the cat don’t like it am, and then take a deep breath and start again. D on ’t turn, you  
cannot in all conscience turn your back on them. One o f  the most difficult guys I had 
he, he actually, very challenging at a group about nine months ago, he came along, 
always turns up late, turns up quite often with his w ife w ho is a service user am, but 
on the other hand she is also a carer because they have sons who are unwell. So what 
F ve said to him it’s fine to bring her along when she is w ell but it is unfair on both 
her and the carers to bring her along when she’s not w ell and I said this in front o f  
her. I said look, I hope you understand. She said I mean I don’t want to be here, it’s 
him.
M: What w as her difficulty? W as it psychosis?
F: Y es, yeah, and she said, so she’s fine, in fact she came by herself last time, she’s
really w ell at the moment, that’s really good, so that’s fine but he came along and he 
sat there and he said right, I w ill ask you a question and I went yeah w hy can’t I bring 
m y w ife to this group and I said w ell w e did discuss this last time. H e said yeah but I 
can’t remember what you said, so w hy can’t I bring m y w ife to this group. I said this 
group is for carers. M y w ife ’s a carer. I said nobody’s ever denied that. Y es, she is a 
carer but when your w ife  is unwell she ceases to becom e a carer and becom es a 
service user. It is therefore totally inappropriate to bring her to a carer’s group, 
particularly when there’s other carers w ho want to talk about their problems and 
they’re afraid o f  upsetting your w ife.
M: Did this happen in front o f  the others then?
F: Yeah.
M: H ow  did the others respond?
F: They all sat there nodding, it was really quite interesting and I said it’s not acceptable
to bring her along when she’s ill.
M: H ow  did he respond?
F: And I, and I said to the group has anybody anything they want to add to that? N o, no,
w e agree with you, w e agree. And he said oh, w ell I w as only asking because he said 
I’ve been barred from taking her to another group. I said oh have you w hat’s that? 
Oh I’m gonna take them to court. I’m suing them. I’m doing this and I said okay w ell 
let’s talk about the problem you ’ve got there. What is the problem? And what he did 
is, because he’s gone to. I’m the only mental health in the area, so he’s gone to 
generic care groups, he’s gone to two o f  them, one in [location] and one in, where I’m 
based in [location] and both o f  them have said you cannot bring your w ife  to this 
group. This is for carers and all he did w as one o f  the groups were ? a social event 
w hich w e don’t do much of, w e don’t have the resources and they were going on a 
rumble, a rumble, a ramble and a pub lunch so he joined, he met up with them, w ife
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in tow  and o ff  they went, w ell she was obviously very unwell at the tim e so she went 
o ff  on her own and did something else, wandered away from the group and he just 
carried on with the ?, the rest o f  the group was worried about her, so when they got to 
the pub, she w as nowhere in sight, where is she, oh she’ll turn up, sh e’ll turn up and 
the rest o f  the group was so worried about her, bear in mind it’s not a mental health 
group, their understanding o f  mental health isn’t that good but v e iy  accepting o f  him 
but they couldn’t cope with his w ife ’s ill health because they were just worried about 
her and he said I don’t think that’s right and I said I think that’s perfectly acceptable. 
W hy were they worried about her? She, she’s not their responsibility and there’s no 
reason w hy this is a social group for carers and I think that’s perfectly acceptable. If 
she’s, i f  you ’d only taken her when she was w ell, there w ouldn’t have been an issue 
would there, as it is, you ’ve got yourself and her ?? I said I don’t suppose you can I 
said but do you really want to? D o you really want to put your w ife  through that 
again? He never did sue them, but he wrote a letter o f  complaint by w hich time I’d 
spoken to the guy w ho runs the groups and told him what’s happening, [laughter]
M: W e’re com ing to an end o f  this interview and w e are speaking about all the sort o f
challenges o f  carers, so what would you recommend to people w ho want to becom e 
facilitators?
F: Am , be prepared to be challenged am, be honest, i f  you don’t know, say you don’t
know. N ever, ever try to w affle because they w ill, you know, be, they’ll see through 
it straight away am, but i f  you want to becom e a facilitator, i f  you want to work with  
carers, you want to do, it’s extrem ely rewarding at the end o f  the day because there 
are very few  o f  the carers, maybe three or four that I think say didn’t benefit at the 
tim e from the course. The majority have, have benefitted and have and have said so, 
you know, they, they’ve com e back and said, i f  I hadn’t done your course I w ouldn’t 
have known what to do in such and such a situation and all o f  them their relationship 
with the professionals has improved and at the end o f  the day w e are part o f  the 
voluntary sector and our aim is to make things better for them i f  w e can and i f  it 
means w e improve their relationship with the professionals so be it. And that’s got to 
be the route for them because am, I think w e ’re very lucky, m ost o f  the professionals 
that I work with am, some o f  them I knew because I worked with them years ago 
when I worked with the NH S which was always good and w e ’re very lucky in that 
respect but because w e have worked hard at building up what w e do, w e have a good  
reputation and nothing beats a good reputation. If you deliver the goods which w e do 
am, then w e ’re, w e ’re w ell thought o f  and I’ve yet to com e across a professional who  
am, has said w ell I w ouldn’t recommend Rethink to anybody, and our advantage is 
that although on paper w e should be tim e limited w e ’re not, w e ’re far more flexible  
than the statutory sector, w e, w e do, w e are, w e just are.
M: And som ething final, bearing in mind the things that w e ’ve discussed so far, would
you recommend, what kind o f  thing would you like to see changed within the groups?
F: Am , I guess, I would like to see ah the carers them selves more competent in
managing the groups them selves i f  you like and taking over a group, a carer’s group, 
not necessarily a carers education group but just, just a monthly get together am, in 
one, the group I’m going to this evening they do, they I, I’m, I just, I go along with  
that, what they call a link person for them am, but the other groups don’t, they, I 
understand why one o f  them don’t because they tend to be the older carer and they
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see it very much as a social occasion for them, they like to get together, chat, a cup o f  
tea and a general whinge and that’s fine am, but the other group, the other carer’s 
group, they want information and they feel the only person they can get it from is me 
or I w ill be able to tell them where they can go for their information. Som etim es you  
don’t want to have the sort o f  dependency, I don’t, no you don’t want dependency 
because then you give too much, like attending NH S m eetings, I go to a few  and w e  
represent the carers there and then com e back and spread the word and send them out 
an e-mail or a letter and tell them it’s going on am, but I think am. I, w hilst I like 
them to get more involved, I also want them to live their lives and i f  living their lives 
means going to work, then for G od’s sake don’t give up going to work just to attend a 
m eeting because that’s not what it’s there for and ?? w e had daytime and evening  
m eetings so that everyone can meeting, hopefully and m eet the needs o f  all o f  them, 
the older people com e during the day ‘cos they don’t like driving at night [laughs] ??? 
I’m an older person now  [laughter].
M: Anything last you would like to add?
F: N o, it’s been very nice talking to you, really great.
M: It w as nice for me as w ell. Thank you very much.
F: Y ou ’re very w elcom e, you ’re very w elcom e.
[end o f  recording]
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Appendix 8
B e lo w  is  a lis t  o f  the an a ly tica l p ro cess  fo llo w e d  w h ils t  undertaking a grounded  
th eoretica l approach to  th e data analysis:
Initial categories Sub-categories Major category
F acilitators as carers 
th em se lv es
F acilita tors’ personal 
in cen tiv e
E stab lish in g  C on n ection s
F acilita tors’ firm  grasp o f  
serv ices
W eak  co n n ectio n  b etw een  
carers and statutory M H P
C on fid en tia lity
F acilitators as receptors o f  
anger b y  carers
Increasing  k n o w led g e  
regarding M H  
serv ices ,p o lic ie s
A ctin g  as M ediators
B rin g in g  carers and  
serv ices  in  d irect con tact
A w a ren ess  and  
C om m u n ica tion a l P rocess
R ep resen tin g  carers
T ra in in g /g iv in g  input to  
M H  sta ff
S h ift from  se lf-b la m in g  
attitude
E m p ow erm en t
S h ift in  unrealistic  
exp ecta tion s
A sser tiv en ess
M ain ta in in g  S trengthen ing  
M H  co n n ectio n s
Carers m ak in g  a d ifferen ce
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